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Coronary Artery Bypass Surgery: 322 Consecutive

Patients with No Hospital Mortality

• Over a 20-month period, 322 consecutive coronary artery

bypass operations were performed at Ochsner Medical Center
with no hospital mortality. Patient ages ranged from 23 to 74.

Progressive angina was the most common indication for

surgery. Our concept of complete revascularization is to strive

to bypass every available stenotic vessel greaterthan 1.5 mm in

internal diameter. Early complications included bleeding

requiring re-exploration, perioperative myocardial infarction,

and sternal infection, each accounting for 1.3 percent of the

total number of patients. The most distressing complication,

cerebrovascular accident (OVA), occurred in three patients in

the early postoperative period. There have been five late

deaths. One was due to OVA and two to arrhythmias. A fourth

death was from unknown causes and one resulted from a

thrombosed prosthetic aortic valve. Coronary artery bypass
can be performed with a consistent mortality of less than 1

percent and offers an improvement in the quality of life for the

NOEL L. MILLS, MD
JOHN L. OCHSNER, MD

New Orleans

comparable anatomy that the true answer
can be known. It is to the first question of

whether safety of the operation warrants its

use that we address ourselves in this report.

Constant re-assessment of the technical

aspects of surgery, attention to fine points of

cardiopulmonary bypass techniques, and
meticulous postoperative care have lowered

the operative morbidity and mortality

progressively at the Ochsner Medical
Center. This study covers a 20-month period

and includes 322 consecutive patients.

Clinical Material

The age range of the patients was 23 to 74

years; the male to female ratio was 5:1. All

but 7 of the 322 patients had anginal

majoruy ot patients.

I
T HAS BECOME clear that bypassing
diseased coronary arteries can relieve

angina pectoris and improve the quality of

life in patients with coronary
atherosclerosis. Two questions naturally

follow: Does the safety of the procedure
justify operation; and, is longevity improved
by surgical rather than medical therapy? To
answer the second question, although there

are indications that a certain class of

patients will have improved longevity after

coronary bypass surgery, it is only after a

double-blind study of patients with

From the Department of Surgery, Ochsner Medical Center,

New Orleans.

Reprint requests to Dr. Mills, 1514 Jefferson Highway,

New Orleans, Louisiana 70121.
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syndromes. These seven without angina had

recent myocardial infarctions and had not

returned to activity. The coronary anatomy

in these seven patients, as determined by

angiography, consisted of large coronary

vessels supplying a high percentage of the

functioning left ventricle with extremely

tight, critical stenoses. A severe
arrhythmia with recurrent ventricular

tachycardia-fibrillation was an indication

for operation in one patient. There were no

patients who had congestive heart failure

solely as an indication for operation. By far,

the most common indications for surgery

were crescendo or progressive angina

decubitus and the so-called pre-infarction

angina. Coronary atherosclerosis was the

underlying cause in all except one patient

who had an anomalous left coronary artery

arising from the main pulmonary artery.

During the period of this study, 23

patients were operated on as a special study

while having an acute myocardial
infarction. Treatment consisted of coronary

artery bypass for the acute myocardial

infarction. These patients are not included

in this study; they represent 3 percent of all

patients with acute myocardial infarctions

treated at our hospital during that time, and
are reported in a separate study. 1 These two
groups contain all of the patients who had
coronary artery bypass at this institution

during the 20 months of the study.

There was a significant smoking history

in 89 percent of the patients. Twenty-one
percent were diabetic and 42 percent gave a

history of previous myocardial infarctions.

Preoperative Preparation

All patients had coronary cineangiog-

raphy before surgery using the Sones or

Judkins technique. The majority were
catheterized in our laboratory although

those studied in 11 other laboratories are

included in the group. Left ventricular end
diastolic pressure, ejection fraction, and
visual assessment of ventricular
contractility were the means used to assess

left ventricular function and operative risk.

Only one patient, referred to surgery by the

cardiology service, was denied operation

because of poor ventricular function. Death
occurred three months later.

All patients undergoing elective surgery

were evaluated and cleared medically

before operation. Cessation of smoking is

required at this institution and one patient

was denied operation because he refused to

give up tobacco. Digitalis and cardiac

depressant drugs, such as procainamide

and propranolol, are stopped 24 to 48 hours

before operation. Patients and their families

are interviewed by trained cardiovascular

consulting nurses and the anticipated

events are related and discussed. The
Intensive Care Unit is visited; postoperative

patients are interviewed, and models
diagramming the operative procedure are

explained. These measures help to achieve

an optimal psychological preparation for

surgery. A lipoprotein profile is taken in

order that the appropriate diet may be

selected and maintained in the
postoperative hospital period as part of total

care.

Special attention is directed toward
achieving optimal pulmonary function

before operation, and not uncommonly,
surgery may be deferred while intensive

pulmonary training and toilet are given.

Pulmonary function tests and arterial blood

gas analysis are important to ascertain the

degree of pulmonary dysfunction
anticipatory to the immediate postoperative

period.

Concept of Complete Revascularization

We strive to bypass every available,

significantly stenotic vessel 1.5 mm or

greater in internal diameter, as determined

by cinecoronary angiography (Fig 1). Often

the decision cannot be made preoperatively,

however, and the vessel’s size and adequacy
can be precisely determined only by

inspection and calibration atoperation. This

concept has led to an increasing number of

grafts per patients over the last three years;

and this, added to technical improvements,

we feel, has contributed to our improved
results and low rate of perioperative

myocardial infarction. When vessels are

found to have significant stenotic lesions,

and yet they are too small for a bypass graft,

2 J. Louisiana State M. Soc.
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special mention is made to the responsible

family members, careful record is made in

the operative notes, and the referring

cardiologist is advised. Complete re-

vascularization, at times, incurs a more
difficult operation from a technical

standpoint because of stenotic vessels in less

accessible regions.

Fig 1. Multiple grafts for complete revascularization

of the coronary arterial tree. The internal mammary
graft is used to bypass the left anterior descending. A
saphenous vein graft is used to bypass a distal marginal

circumflex with onlay “diamond” anastomoses to a

marginal and a diagonal branch. Also a saphenous vein

graft is used to bypass into the posterior descending

and distal right coronary artery system.

Cardiopulmonary Bypass
and Operative Techniques

Most patients are operated on utilizing

cardiopulmonary bypass, with a disposable

bubble-oxygenator (Temptrol Model Q-100

or Q-200, Bentley Laboratories, Santa Ana,

California). In selected patients when
prolonged bypass is anticipated (usually

with associated operations), a GE
membrane Dualung oxygenator is used. A
clear, balanced electrolyte priming solution

is used and homologous whole blood is added
if the hematocrit is below 35 percent or if the

hematocrit remains below 20 percent

during perfusion. Blood gases and
electrolytes are monitored for all patients

during cardiopulmonary bypass. Urine

sugar and blood glucose levels are

monitored for diabetics to prevent such

complications as hyperosmotic hyper-

glycemic non-ketotic coma. 2 Venting of the

left side of the heart is used in less than 5

percent of the patients. It is required in

those with any degree of aortic

insufficiency. Venting is usually
superfluous and, indeed, may allow damage
to the myocardium during suturing of a

ventricular vent site or introduction of air

with possible emboli.

When possible, the internal mammary
artery has been used as the bypass graft. 3

Limitations of its use include distal

coronary disease, marginally stenotic

coronary vessels, coronary arteries larger

than the mammary vessels, and evidence of

proximal disease in the internal mammary
artery system.

Use of the greater saphenous vein as a

bypass graft deserves mention because its

long-term viability and patency are

partially determined by the care by which it

is procured. A saphenous vein graft that is

stretched, pulled, traumatized, or that has a

small branch avulsed is doomed for graft

failure. The “no touch” technique is used

during dissection and handling and the vein

is kept in balanced electrolyte solution at

4°C with a pH of 7.40 prior to use. Care is

taken not to traumatize the intimal surface

when performing the anastomosis. Over-

distention during preparation is avoided.

We take care to avoid leaving a blind pouch
which may harbor a thrombus at the upper
portion of the saphenous vein and which
may later migrate as a pulmonary embolus
upon ambulation of the patient.

Loupe magnification, in our opinion, is

mandatory for precise coronary bypass

surgery as we not infrequently see small bits

of atheromatous material or intimal flaps

not visible to the naked eye. Prolene (6-0 and
7-0) is the suture of choice because it is a

nonreactive monofilament, thus allowing a

non-traumatic passage through delicate

tissue. We use cross-clamp occlusion with

fibrillation and anoxic arrest for periods

never to exceed 20 minutes at 27°C. In

patients with extremely depressed
ventricular function, any anoxic arrest is

avoided.

The distal coronary anastomosis is

performed first and special care is taken to

January, 1976 — Vol. 128, No. 1 3
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check coronary artery patency and to avoid

escape of air into the coronary tree.

Endarterectomy is rarely used and only in

conjunction with distal right coronary

artery bypass grafts. 4

All vessels bypassed had angiographic

evidence of stenosis of greater than 75

percent or of complete occlusion. The distal

vessels bypassed were 1.5 mm in diameter

or greater.

Postoperative Considerations
After transfer to the Intensive Care Unit,

most patients receive mechanical
ventilation overnight. Restlessness is

treated with 4 mg intravenous doses of

morphine sulfate. All patients are

continuously monitored with arterial and

left atrial catheters which are removed in

48 hours. Blood gases, electrolytes, blood

volume, and routine laboratory
determinations are made at selected

intervals. Low cardiac output is rare

postoperatively, and when present, is

managed with dopamine or as a second

choice 1-norepinephrine or isoproterenol

microdrips. 5 Hypertensive episodes are

treated with chlorpromazine intravenously.

Anticoagulation is not used, although

patients with ragged areas in the coronary

arterial tree may be given dipyridamole

(Persantine®) for its antiplatelet aggrega-

tion effect. Ventricular irritability is treated

by lidocaine, procainamide, or atrial or

ventricular pacing. No patients in this

group had intraaortic balloon pump or other

devices for left ventricular assistance. The
average stay in the Intensive Care Unit is

2.5 days and the average postoperative

hospital stay is 9.5 days.

Results
Of the 322 consecutive coronary bypass

operations performed electively or on an

emergency basis, 53 were single coronary

bypasses, 119 were double, 115 were triple,

31 were quadruple, and 2 each were
quintuple and sextuple (Table 1). Two
hundred and fifty-five of these patients had
one or more internal mammary arteries

used as grafts; the remainder had
saphenous veins used as the grafts.

Associated cardiac operations included

TABLE 1

NUMBER OF BYPASSES REQUIRED FOR
REVASCULARIZATION

Type of Operation No. Patients

Single bypass 53

Double bypass 119

Triple 115

Quadruple 31

Quintuple 2

Sextuple 2

TOTAL 322*

*Two hundred and fifty-five had one or more internal

mammary grafts.

aortic commissurotomy, mitral
valvuloplasty, aortic valve replacement,

ventricular aneurysmectomy, closure of

atrial septal defect, and excision of atrial

myxoma. Onlay or side-to-side grafts were
used in nine instances and “Y” grafts, either

natural or fashioned, were used in eight

instances. Endarterectomy or patch
angioplasty was performed in conjunction

with bypass in 11 patients.

Early Complications

There were no hospital deaths in the

group. There were 21 complications (Table

2). Re-exploration for bleeding was
necessary in 1.3 percent of our cases, and the

causes were equally divided between small

vessel injury incurred during wiring of the

sternum, and a bleeding branch of a bypass

vein graft. Perioperative myocardial
infarctions were specifically sought. Only
one of the four infarctions produced

symptoms (chest pain) postoperatively. The
remaining three infarctions were diagnosed

by the appearance of new Q-waves on the

electrocardiograms. Four of the patients,

whose courses were complicated by sternal

infection or disruption, were receiving

steroids for chronic pulmonary disease or

had insulin-dependent diabetes mellitus. Of
the three cases of hepatitis that occurred in

the postoperative period, one was thought to

be a recurrence of a known chronic

smoldering hepatitis. There was one
nonfatal pulmonary embolus. By far the

most distressing complication was cerebro-

vascular accident. In one patient, this

followed a severe hypertensive episode six

hours after surgery and permanent
disability occurred. Two other patients

4 J. Louisiana State M. Soc.
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experienced cerebrovascular accidents

within the first week after operation. One
patient had significant residual disability

and the remaining patient has had a

complete return of function.

TABLE 2

COMPLICATIONS FOLLOWING CORONARY
ARTERY BYPASS

Complication No. Patients

Bleeding requiring re-exploration 4

Perioperative myocardial infarction 4

Sternal infection 4

Cerebrovascular accident 3

Hepatitis 3

Sternal disruption 2

Pulmonary embolus 1

TOTAL 21 (6.5%)

Late Complications

The most common late minor problems

have been edema in the leg from which the

saphenous vein was taken or some degree of

postpericardiotomy syndrome. The leg

edema has seemed slightly more significant

when a single incision is used to remove the

saphenous vein. However, we feel the

advantages of using the “no touch”

technique to avoid trauma to the graft far

outweigh the minor swelling which is

limited to the early postoperative period.

There have been no major problems related

to the postpericardiotomy syndrome in this

period.

Of the 322 consecutive patients, there

have been 5 late deaths (Table 3). The causes

were cerebrovascular accident,
arrhythmias, and in one patient the cause

was unknown. One patient who died two

months postoperatively of ventricular

fibrillation had been operated on for

multiple episodes of ventricular fibrillation

that were unresponsive to medical

management. Electroshock had been

necessary and drug therapy had included

lidocaine, bertillium, and amiodirone. One
patient, whose operation consisted of aortic

valve replacement for aortic insufficiency,

excision of left atrial myxoma, and double

coronary bypass for atherosclerosis, died of

thrombosis of the aortic valve after sodium

warfarin (Coumadin®) was discontinued

because of difficulty with control of anti-

coagulation.

TABLE 3

LATE DEATHS FOLLOWING CORONARY
ARTERY BYPASS

Elapsed Time

Cause of death Postoperative No. Patients

(
months

)

Cerebrovascular accident 6 1

Arrhythmia - ?

myocardial infarct 22 1

Ventricular arrhythmia 2 1

Unknown 3 1

Thrombosis of aortic

valve 10 1

TOTAL 5

Comment
At present, all patients who have

undergone coronary artery bypass at

Ochsner Medical Center are being recalled

and data regarding complications and late

results are being tabulated for computer

analysis. Although relief of symptoms with

return to normal activity and improvement
in quality of life have consistently been

achieved with this operation, increased

longevity has yet to be definitely proved.

Only by low operative mortality and few

significant complications can surgery to

provide possible longevity be justified.

In order to assure a low operative risk to

these patients, standardization of the

surgical techniques and attention to details

of cardiopulmonary bypass are essential.

The time on the pump has been shortened by

performing the proximal anastomosis
without cardiopulmonary bypass. Anoxic

arrest at 27°C is never maintained more
than 20 minutes and the heart is

defibrillated between anastomoses if

spontaneous defibrillation does not occur.

Attention to elimination of air from the

grafts and proximal anastomoses results in

a low perioperative infarction rate and

lessens problems with cerebral air emboli.

Cardiovascular accidents in the immediate
postoperative period remained a hazard due

to the inherent disease process. Many of our

patients have diffuse disease and bypass

grafts have been joined to coronary arteries

with flecks of visible non-obstructive or

minimally obstructive distal disease. The

January, 1976 — Vol. 128, No. 1 5
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extent of the underlying disease and our are certainly the determining factors in

ability to control their risk factors (Table 4) long-term results.

TABLE 4

RISK FACTORS OF CORONARY ARTERY DISEASE

Heredity

Smoking
Diet

Diabetes

Hypertension

Emotional tension

Obesity

Lack of exercise

Hormonal influences

H.vpercoagulable state
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banking needs. We're also concerned with giving guid-

ance and direction to your whole financial life. With

helping you and your family to a more secure financial

future. That’s Hiberniability.
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NATIONALBANK
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Leiomyoma of the Uterus, Ascites

and Hydrothorax (Pseudo-Meigs’ Syndrome)

• “The purpose of this report is to record what is believed to

be the twelfth case of leiomyoma of the uterus, ascites and

hydrothorax, and the first in conjunction with a colon polyp.”

BENJAMIN McG. RUSH, MD, FACS
Coushatta

T HE association of benign ovarian

fibroma, ascites, and hydrothorax,

quite properly has been definitively termed
Meigs’ syndrome. Pseudo-Meigs’ syndrome
includes various benign and malignant
pelvic tumors associated with ascites and
hydrothorax.

The purpose of this report is to record

what is believed to be the twelfth case of

leiomyoma of the uterus, ascites and
hydrothorax, and the first in conjunction

with a colon polyp.

This case again brings out with absolute

clarity Lawson Tait’s position that he stated

82 years ago:

The lesson in this case is, in my opinion, a very

valuable indication that no set of conditions in the

abdomen, however apparently unfavorable, are

sufficient to justify us in an absolute condemnation in

any particular case.

This position was reinforced by Salmon in

1934, and Meigs has continued to stress and
to re-emphasize that, unless moribund, all

patients with ascites and hydrothorax
should be explored. Those with benign
pelvic disease can be cured and those with

certain types of pelvic malignancy can be

benefited.

Case Report

Mrs. G.P.C., aged 47, a white woman, consulted

Dr. F.S. Willis on April 1, 1974, with complaints of

constipation, bloating, lethargy and passage of blood-

streaked stools.

Present illness began eight months prior to her

initial visit. She became tired after minimal exertion,

and blood was seen in the stool. Two months later, she

had an episode of painless abdominal swelling that

lasted for three days. Toward the end of February, the

abdominal swelling recurred, and during a three week

Dr. Rush’s address is: P.O. Box 369, Coushatta,

Louisiana 71019.

Bibliography will be furnished on request.

period her waist size went from 22 inches to 30 inches,

and there was a weight gain of 30 pounds. She began to

have discomfort beneath the left ribs, became short of

breath and was unable to continue her work as an

accountant and a housewife.

Past History: In 1950, she married and also began to

have painful menstruation with premenstrual

nosebleeds and subcutaneous blood blisters on the

thighs. One of these was biopsied elsewhere and was
reported benign. Birth control was never practiced,

and the only pregnancy occurred after eight years of

marriage: this produced a normal female child.

She was admitted to the L.S. Huckabay, M.D.

Memorial Hospital, Coushatta, Louisiana, on April 3,

1974.

Physical Examination: This revealed a chronically

ill woman. Height was 61 inches; weight 137 pounds.

She was short of breath as she lay propped up in bed.

The chest had the classical signs of fluid in the leftside.

The abdomen was grossly distended with ascites, the

umbilicus was bluish, and no mass or organ could be

palpated. The vagina contained a purulent discharge.

The cervix was not eroded, and neither uterus nor

adnexa could be outlined. There was no edema of the

legs. Proctoscopy was normal to 20 centimeters.

Laboratory Work: The blood count was normal, as

was the urinalysis. Vaginal smears were negative for

malignant cells but contained trichomonads. Serology

for lues was nonreactive. Her blood type was A. Rh.

Positive. The electrocardiogram was within normal

limits.

X-rays: These revealed fluid in the left hemithorax

and a large polyp on a stalk in the sigmoid colon. The
colon x-rays were repeated, and the same mass lesion

was relocated.

On April 5, a thoracentesis was done with removal of

650 ml of straw-colored fluid. Cultures of the fluid were

negative for bacterial growth, and no malignant cells

were found on smear or cell block.

Two days later, a 48-hour preoperative bowel

preparation was begun with a clear liquid diet,

neomycin sulfate, and cleansing enemas.

The preoperative diagnoses were a polyp of the

sigmoid colon, ascites and hydrothorax. An ovarian

malignancy was considered; however, there was no

direct evidence.

The findings on abdominal exploration were: 6,000

ml of clear straw-colored fluid, a massive
multiloculated, cystic tumor of the uterus that filled the

January, 1976 — Vol. 128, No. 1 7
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pelvis and was attached to the peritoneum, the

omentum, and the intestines by many fibrous and

vascular adhesions. The fallopian tubes and ovaries

appeared to be normal. A panhysterectomy, bilateral

salpingo-oophorectomy and a colon polypectomy were

done. A Penrose drain was left in the pelvis, and the

abdomen was closed with interrupted silk sutures.

The postoperative course was satisfactory. There

were copious serous drainage and 100°F. of

temperature for 24 hours. The drain was then removed,

and the temperature returned to 98.6°F.

The patient was discharged on April 22, clinically

free of abdominal and chest fluid. She was last seen on

May 30, 1975, free of signs and symptoms of abnormal

fluid. She weighed 115 pounds.

The pathologist’s report stated that the uterus and

attached adnexa weighed 1,350 grams and was 40 cm
in length. There was a large 25 cm in diameter

multiloculated nodule that extended from the dome of

the uterus. The myometrium was filled with large

tumor nodules showing wet red degenerative changes.

The ovaries in their greatest diameter measured 3 and

5 cm respectively. The microscopic diagnoses

were: Leiomyomata uteri, chronic cervicitis,

proliferative endometrium, perimetritis,
perisalpingitis, corpus hemorrhagicum, corpus

albicans, a regressing corpus lutein body, and a benign

2 cm adenomatous polyp of the colon.

Review of Reported Cases

The previous cases were traced and

discussed by Williamson and are briefly

shown, with the date reported and the

patient’s age:

Date Age

1 . Kelly and Cullen 1909 36

2. Salmon 1935 47

3. Burger 1941 55

4. Calmenson, et al 1947 42

5. Calmenson, et al 1947 50

6. Martinez-Esteve &
Orrico 1950 39

7. Colle, et al 1959 40

8. Lemming 1960 30

9. Langeron, et al 1960 ?

10. Cerbonnet 1960 43

11 . Williamson, et al 1972 47

12. Present author 1974 47

In the majority, the constant symptoms
were abdominal swelling and shortness of

breath. All were associated with large

myomatous uteri, and adhesions were

commonly noted, as was intracellular

edema. The most common operations were
panhysterectomy and bilateral salpingo-

oophorectomy.

Discussion

The transmission of fluid between the

abdomen and chest has been extensively

studied, including, Meigs putting india ink

in the abdominal cavity with recovery from

the pleural space and Cowan putting

radioactive gold in the pleural space with

recovery from the abdominal cavity. It is

believed that transport is by way of

lymphatics that course through the

peritoneum, the diaphragm and the parietal

pleura.

The mechanism of production of the

ascitic fluid has been postulated but not

proved. In the present case, there were

loculations of clear fluid beneath the serosa

of the uterine fundus that contained up to 60

ml of clear fluid: during the course of the

operation some of these emptied themselves

without evidence of a visible tear.

Summary

The case of a 47-year-old woman with

leiomyoma of the uterus, ascites and
hydrothorax, who has apparently been

cured by panhysterectomy and bilateral

salpingo-oophorectomy, is presented. It is

believed that this is the twelfth recorded

case of this type of pseudo-Meigs’ syndrome
and the first in conjunction with a colon

polyp. The polyp was in part responsible for

her symptoms.
The rarity of ascites and hydrothorax in

association with leiomyoma of the uterus is

well documented, but its occasional

occurrence is unexplained. Lawson Tait’s

lesson is again re-emphasized and is thus

paraphrased:
Do not condemn the patient with ascites and

hydrothorax as being non-eurable until you have

explored the belly.

8 J. Louisiana State M. Soc.



I'saciioiocjy a^e

Bilateral Subpulmonary Pleural Effusion

I. Easy Method for Detection
SEYMOUR FISKE OCHSNER, MD

CHESTER C. COLES, MD
New Orleans

ACOLLECTION of fluid in the pleural

cavity is common, and- it may be

bilateral. When the fluid collects in the

pleural cavity between the lung- and chest

wall, it is readily seen roentgenograph-

ically. If it collects below the lung, in the

pleural space between the lung and the

diaphragm, it may escape detection.

Case Report

A 5-year-old girl was well until a week before coming

to Ochsner Clinic when she began an upper respiratory

infection with sore throat, fever of 40° C, and inflamed

oropharyngeal mucosa. Antibiotic therapy was
started. The child’s mother noticed swelling of her

daughter’s face, hands, and abdomen. When seen at the

clinic, the patient showed evidence also of periorbital

edema. Nephrosis was suspected and she was
hospitalized.

Fine rales could be heard in the lower left lung.

Proteinuria was present. Serum total protein and

albumin were low. A roentgenogram of the chest

showed clear lungs but subpulmonary effusion was
suspected (Fig 1,2). To verify its presence, right and

Fig 1. Erect chest radiograph. Note slight haziness

on left with shallow costophrenic angle and opaque

appearance of the diaphragm.

From the Department of Radiology, Ochsner

Medical Center, New Orleans, Louisiana.

Reprint requests to Dr. Seymour Ochsner, 1514

Jefferson Highway, New Orleans, Louisiana 70121.

Fig 2. Lateral chest radiograph. Posterior

costophrenic angles are blunted.

left lateral decubitus roentgenograms were obtained.

They showed a surprisingly large effusion under both

lungs (Fig 3,4).

With adrenocortical steroid therapy (prednisone)

and supportive measures, the child improved rapidly.

Within a week, the pleural effusions had cleared and
she was discharged after a 13-day-hospitalization.

Discussion

As long- ago as 1931, Rigler 1 called atten-

tion to the collection of fluid between the

lungs and diaphragm in roentgenograms of

the chest. This fluid is often thought to be

trapped or encapsulated in the pleural

pocket beneath the lung. However, Hessen 2
,

in a classic study, indicated that this is

usually free pleural fluid that simply
collects in a subpulmonary location when
the patient is upright. Felson 3 reports that

the configuration of free pleural effusion is

not related to the etiology or nature of the

fluid.
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Fig 3. Left lateral decubitus radiograph. Large left

effusion layers along the lateral pleural surface.

Fig 4. Right lateral decubitus radiograph. Large

right effusion layers along pleural surface, and into

fissure.

Subpulmonary effusion should be
suspected on the basis of one or more of these

slight clues that may be present in the usual

frontal and lateral radiographs:

1. Apparent elevation of one leaf of

diaphragm.

2. Slight blunting of costophrenic angle,

in lateral or posterior sulcus.

3. Unusual homogeneous opacity of the

dome of diaphragm.

4. Wide separation of gastric air bubble
from apparent top of diaphragm.

5. Fluid elsewhere in pleural cavity (as in

fissure).

6.

Apparent closeness of horizontal

fissure to right diaphragm.

Any of these clues should lead to suspicion

of subpulmonary effusion. Appropriate

right or left lateral decubitus will verify its

presence.

References
1. Rigler LG: Rontgenologic observations on the movement of pleural

effusions. Amer J Roentgenol 25:220-230. 1931

2. Hessen I: Roentgen examination of pleural fluid: A study of the

localization of free effusions, the potentialities of diagnosing minimal

quantities of fluid and its existence under physiological conditions. Acta

Radiol Suppl. 86:1-80. 1951

3. Felson B: Chest Roentgenology. Ed. 2. W.B. Saunders Co.

Philadelphia, 1973. p. 351-365
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Electrocardiogram

of the Month

Editor

NORTON W. VOORHIES, MD
New Orleans

Keep It Cool!
JORGE I. MARTINEZ-LOPEZ, MD*

New Orleans

The tracing shown below (Fig 1) belongs to a 33-year-old black man. It was taken six days

following craniotomy and frontal lobotomy.
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Fig 1.

What is your diagnosis?

Elucidation is on page 30.

*From the Cardiology Section, Department of Medicine, L.S.U. Medical Center, and the Cardiology Department,

Charity Hospital of Louisiana, New Orleans.
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Is The Only Full Service

Pharmaceutical Manufacturer & Distributor

In The State Of Louisiana

Including Complete Manufacturing Facilities

National Sales Force

Fully Staffed Research Facilities

RUCKER PHARMACAL CO., INC
6540 Line Avenue Shreveport, Louisiana 71106
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RUCKER PHARMACAL CO., INC.
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cal Grand Round,
from

Touro Infirmary

Obesity-Pickwickian Syndrome
Edited by SYDNEY JACOBS, MD

New Orleans

Dr. Aziz Ramos: <a) Mrs. A., a 67-year-old

chronically obese black woman has been

known for three years to be hypertensive, and

for two years to be taking an oral anti-diabetes

agent. She was brought to the Emergency

Room by her family members who said that

the patient had been progressively somnolent

the five days prior to admission. The day

before, she was able to report right

supraorbital itching, scratched that area and

lacerated it. She is not a smoker or alcohol

drinker and has several family members with

atherosclerotic cardiac disease but none with

diabetes mellitus. Mrs. A. had gained 40

pounds in the preceding three months and

exhibited paroxysmal nocturnal orthopnea.

She had "always” been obese, having weighed

405 pounds at 20 years of age at which time

she dieted strenuously and reduced to 215

pounds. We learned that she had once been

treated for congestive heart failure, but we
could not obtain the details.

Our examination showed a markedly obese

(257 pounds) semicomatose black woman in

acute respiratory distress breathing at a rate of

8 per minute, sluggish to stimulants but

having normal pupillary reflexes and normal

eyegrounds. There was a laceration in the

right supraorbital area. Macroglossia was

prominent, and there was neck vein

distention. The chest expanded poorly; but we
heard crepitant rales in both pulmonary bases.

The heart tones were barely audible; but there(a) Intern, Touro Infirmary.
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Doctors,Incorporated.

Should You
Or Shouldn’t

You?

The only reason to incorporate

is to save money. The question is

will you?

Roland J. Hymel and Associates,

specialists in tax sheltered trusts,

can make incorporating prof-

itable to you.

Call and let them do a feasibil-

ity study. Then if they can't show

you howto save double their fee

in the first fiscal year, they won't

charge you anything.

You've studied a long time

and worked hard, you

deserve a profitable

practice.

ROLAND HYMEL AND ASSOCIATES • ROLAND HYMEL AGENCY • FRINGE BENEFIT ADMINISTRATORS

Financial Planning Center, 2475 Canal St., New Orleans, La. 70119, (504) 581-2900

The Roland Hymel Agency is Associated with State Mutual Life Assurance Company of America, Worcester, Mass.
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MEDICAL GRAND ROUNDS—Touro Infirmary

was a systolic murmur at the apex. The

abdomen was soft, and there was no

hepatomegaly or splenomegaly. The lower

extremities were markedly edematous. We
could not find any neurological deficit. She

was admitted with the working diagnosis of

diabetes mellitus, obesity, arteriosclerotic

heart disease, congestive heart failure, acute

respiratory insufficiency and probably a

"Pickwickian” syndrome.

Mrs. Elizabeth Leong: (b) Definitely she’s

obese. She’s about 132 percent above her ideal

weight. We feel we would consider a person

20 percent above his ideal weight as way over.

She told me she had weighed as much as 405

pounds—whenever she got tired of dieting

and followed her own whims, eating a small

amount of food Monday through Saturday and

on Sunday eating anything she wanted. This is

what she called dieting. She gave up for

awhile; then she went back. She said she really

hadn’t been following a diet since she became

sick a couple of months ago. She daid she

couldn’t be too active, so she really wasn t in

the mood to diet.

Dr. Juan Ordonez: <c) It has recently been

pointed out that with institution of a low-

calorie diet, the weight decreases progres-

sively for a time and then stabilizes as if a

weight regulatory center had been reset to the

new caloric intake. This makes the treatment

of obesity by dieting a rarely successful

process.

Dr. Sydney Jacobs: (d) We know from

practice that many factors, some of them

evident and some of them subtle, influence

gain in weight. Unless a person is in an

environment where every bit of food is

weighed and measured, we are dealing only

with approximation and not with true

scientifically valid statements. The average

physician in practice throws up his hands

concerning the matter of obesity and usually

(bi Staff dietitian, Touro Infirmary.

(o Resident, Department of Medicine, Touro
Infirmary.

(di Chief, Department of Medicine-Touro Infirmary;

Clinical professor of medicine, Tulane University

School of Medicine.

settles for pushing out a diet sheet and

shoving it at the patient so that he will get out

of his way.

Dr. Ramos: We suspected keto-acidosis

in this obese diabetic, but her blood sugar was

only 90, and she was aglycosuric; so we asked

for arterial blood gas studies. The pH was

7.26; PC02, oxygen saturation was 70 percent.

That was interpreted to mean severe

hypoxemia and respiratory acidosis.

We also suspected hypothyroidism until we
learned that both T3 and T4 tests were within

normal limits.

Dr. Jacobs: What percentage of obese

people are hypothyroid?

Dr. Ramos: One tenth percent. The

patient also has a normal cholesterol level.

Dr. Philip Beilina: <e) The chest film

shows that the cardiac size is tremendous. The

pulmonary veins and arteries are engorged.

Kerley’s B lines are easy to see; and there is

enough x-ray evidence to support a diagnosis

of cardiac enlargement with congestive

failure.

Dr. Jacobs: Dr. Ramos, do you think now
that this lady had a Pickwickian syndrome?

Dr. Ramos: Yes.

Dr. Jacobs: What is the Pickwickian

syndrome?

Dr. Stephen Herbert: (f) The Pickwickian

syndrome has been described as the obese

hypoventilatory, cardiopulmonary syndrome.

Its clinical features include extreme obesity,

episodic somnolence, alveolar hypoventila-

tion, periodic respirations and chronic hypox-

emia, usually polycythemia and right

ventricular hypertrophy with the signs of

right sided heart failure. Quite frequently a

disturbed or absent response to inhalation of

C02 is seen and the minute ventilation does

not increase as it does in normal poeple. Does

someone have the Pickwickian syndrome

without somnolence? I don’t think so, because

the name is derived from the likening of such

te) Resident, Radiology Department, Touro Infirmary,

(f) Director, Pulmonary Diseases Division, Touro
Infirmary; Clinical associate professor of medicine,

Tulane University School of Medicine.
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patients to the Pickwick Papers fat boy who

would fall asleep going about his regular

business during the day.

Dr. Ordonez: Dr. Herbert, is the

Pickwickian syndrome solely from

mechanical problems and is the hypothalamic

response a consequence of it? Or is it a matter

of obesity sufficient to aggravate a preexisting

malfunction of the hypothalamus?

Dr. Herbert: Obviously there are

patients who are not obese who have episodic

somnolence with or without alveolar

hypoventilation. And there are hyper-obese

patients with as much or more body mass as

those who have been called Pickwickians who

do not have episodic somnolence and alveolar

hypoventilation. The Pickwickian syndrome

is a constellation of symptoms and signs

found in some obese patients. Obesity has its

own consequences upon the respiratory

system and the circulatory system; but not

everyone who has extreme obesity develops

the Pickwickian syndrome. Why do some and

only some obese people become
hypoventilatory and hypersomnolent and

exhibit the consequences of it, namely

hypoxemia, increased pulmonary artery

pressure, right ventricular hypertrophy with

heart failure and polycythemia? This is a

perplexing question.

The pulmonary consequences to

uncomplicated obesity are pretty straight-

forward. First of all, obesity in itself means

increase in body mass and in the number of

body cells. This leads to increased total cellular

metabolism and increase in oxygen

consumption and in C02 production. In-

, creased oxygen consumption and C02 produc-

tion mean increase in the absolute magnitude

of ventilation; so minute volume in obese

people is greater than minute volume in lean

people of the same height. The second pul-

monary consequence of obesity is the

decreased thoracic compliance and increased

inertness of the chest wall. There occur, in

simple obesity, a decrease in chest wall

compliance, an increase in chest wall resis-

tance and a resistance to thoracic cage motion.

Another consequence is decreased

efficiency of respiratory muscles, particularly

the intercostals and the diaphragm. Relatively

effort independent ventilatory studies such as

the FEV1, the ratio of the FEV 1 to the forced

vital capacity, are usually not altered by

obesity. Effort dependent tests, such as the

maximum voluntary ventilation, are affected.

The mass load imposed by simple obesity

causes reduction in intrathoracic volume. The

total lung capacity, the vital capacity, the

functional residual capacity, but most of all,

the expiratory reserve volume are diminished.

The residual volume is relatively unaffected

by a mass load, and the functional residual

capacity approaches the residual volume. This

means that at the end of a tidal volume the

residual volume is approached because of

significant airways closure in dependent areas

of the lung. This results in decrease in

ventilation in the lower lung zones. Most of

the pulmonary blood flow continues to go to

the lower lung zones, however. This means

that simple obesity creates a shunt effect, with

blood not being oxygenated because it’s

going through under-ventilated segments

and entering the systemic circulation causing

hypoxemia.

Dr. Hiltrud Faust: (s> Some factors often

cause unresponsiveness of the respiratory

center to C02 in people with Pickwickian

syndrome. Normally an increase in PC02
causes an activation of the respiratory center

with increased ventilation. This patient did

not respond in this respect as normal subjects

do. While breathing room air she had a

minute volume of 5.4 L and a respiratory rate

of 28. After 10 minutes of breathing 5 percent

C02 and 95 percent 02, her minute volume

was 5.5 L and respiratory rate was 26 in spite

of elevation of her PC02 from 54 to 7 1 TORR
during the test.

Dr. Jacobs: How do you interpret those

figures?

Dr. Tiong Kam: (h) The only thing I

(g> Resident, Department of Medicine, Touro
Infirmary.

(hi Fellow, Division of Cardiology, Touro Infirmary.
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would like to ask is why her P02 did not go up

higher than 300 with almost 100 percent

oxygen?

Dr. Faust: I think that the patient had

the Pickwickian syndrome in addition to mild

intrinsic bronchial disease. She had

pulmonary function studies which would be

consistent with a mild airways obstruction.

Besides that, we thought she had pulmonary

edema when she was admitted, and I believe

that these abnormalities accentuated the

ventilation-perfusion imbalance of her

obesity and the effects of hypoventilation.

Dr. Jacobs: And as far as we know she

did not have obstructive airway disease itself?

Dr. Faust: We observed her while she

was sleeping and used a stethoscope for

examination. We noted episodes of heavy

breathing followed by apnea; after this she

awoke with a loud snore and then breathing

became less strenuous. She was moving her

chest and abdomen; but she had no breath

sounds at all. We wondered whether he

somnolence was due to upper airway

obstruction by her tongue along with tracheal

collapse. For this reason, we inserted a nasal

tube and studied her blood gases in the

morning. We were hoping that actually she

would have an improvement of blood gases,

but they remained about the same. I think

nevertheless that correction of her congestive

heart failure and weight reduction of about 30

pounds helped her greatly. On admission, she

had a P02 of 43 and PC02 of 64.

Dr. Herbert: Certain characteristics

which seem to be common in subjects with the

Pickwickian syndrome are: (1) decrease in the

strength of the muscles of respiration leading

to the generation of much less inspiratory

force; (2) measurable decrease in electrical

activity of the diaphragm in relation to

breathing; (3) pulmonary artery

hypertension; and (4) a very dramatic total or

near total upper airways obstruction during

sleep.

Our patient when asleep had some snorting

respirations during the course of which one

could stethoscopically hear air rushing

through her lungs. Then too, she would get

into a little deeper doze, and there would be a

total absence of airflow.When the stethoscope

was placed over the trachea, no airflow at all

was heard even though respiratory efforts,

both diaphragmatic and intercostal motions,

continued. The upper airway block remitted

when she generated enough hypoxemia and

enough C02 to stimulate the brain’s arousal

response and she would again half awaken

and take four or five snorting respirations

where one could again hear airflow through

the lungs. She would then relapse again into

dozing with no airflow into the trachea. This

total occlusion of the upper airway was caused

by an excess of fat around the pharynx or

extreme laxness of the muscles that control

the pharynx so that the tongue flopped over

and closed the airway when the patient

relaxed.

This obstruction was abolished by putting

in a nasopharyngeal airway at night. We
would insert it and leave it there all night. It is

a nasopharyngeal airway placed deep enough

to keep the base of the tongue from closing off

the airway. Elsewhere, hypersomnolence has

been completely corrected in obese patients by

bypassing the upper airway obstruction with

tracheostomy, only to recur with

tracheostomy closure if the patient remained

obese. In non-obese patients with upper

airway obstruction during sleep,

tracheostomy has also relieved somnolence.

In both types of patients, it is clear that the

somnolence was related to sleep deprivation

from upper airways obstruction.

Dr. Jacobs: Hypersomnolence has been

recently emphasized as a manifestation of

depression. Physiological measurements on

persons who are obviously emotionally

depressed indicate that hypersomnolence

sometimes shows up as an indication of

emotional depression.

Dr. Faust: Actually at the moment she is

dramatically improved and I think her future

is dependent on how she controls her weight.

With weight reduction, she will probably have

fewer respiratory problems; but I fear when
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Have you ever held a meeting

between a Riverboat and a Southern Plantation?
You can ! At the new
1000 room, 42 floor

New Orleans Marriott

... in the French
Quarter ! Where the

lobby’s a Southern
Plantation fantasy; the

rooftop’s an old-time

Mississippi Riverboat
restaurant; and you’re

between them both in Plus a Grand Ballroom
meeting rooms to end
them all

!

You’ll have
30 meeting rooms and
60 conference parlors.

2 stories high that

houses 2500 and 2 huge
exhibition halls, all

wired for sound. And,
you’re just 2 blocks

from the Rivergate
Exhibition Center.

If you’re in New
Orleans on business

alone be sure to stay at

our place ! Our fun

facilities are as fabulous
as our meeting facilities

!

^0 /

*

4—

M^Warriott
HOTEL

Canal at Chartres, New Orleans, La. 70140
(504) 581-1000 or Toll Free (800) 228-9290
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she leaves this time she will start to eat more

again.

Dr. Edward Moskowitz: (i) Wouldn’t

this be almost a life-threatening situation

where you would consider an ileal bypass?

Dr. Jacobs: The experience with ileal

bypass has not been sufficiently good enough

to justify the risk of adding a very complicated

metabolic problem to correct respiratory and

cardiovascular problems.

Mrs. Patricia RoigiT The patient is

living in a project and she does want to move.

I think she’s a fairly lonely woman despite

living amidst family members; so we shall

help her move into some sort of housing for

elderly people where she will have nutritional

guidance as well as the company that might

help her.

Dr. Jacobs: It’s very difficult to change a

person’s way of life; but I think we have to

remember the old cliche that inside every fat

man, there’s a skinny man trying to break out.

Dr. Herbert, does the average patient with

a Pickwickian syndrome have a weight

threshold above which he gets into trouble

and below which he’s apt to function

reasonably well?

Dr. Herbert: I don’t know whether

there’s a threshold; but it certainly seems that

rapid increases in weight lead to

hypersomnolence and rapid decreases in

weight tend to dispel the symptoms.

Editor’s Note: After having recovered

from ventilatory failure and congestive heart

failure (during the course of which recovery

she lost 35 pounds), the patient was

discharged from the hospital in reasonably

good state. When seen as an outpatient eight

months later, she had regained all her lost

weight but had not had further episodes of

somnolence or of congestive heart failure.

Outpatient repetition of pulmonary function

studies demonstrated entirely normal vital

capacity and total lung capacity with moderate

(0 Senior medical school student, Tulane University

School of Medicine.

(j) Clinical counselor, Social Service Department-

Touro Infirmary.
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impairment of diffusing capacity and severe

impairment of distribution of ventilation. As

is true of many obese persons, she had severe

hypoxemia while supine with marked
improvement in oxygenation when she stood

erect. While breathing room air, she breathed

17 times a minute, taking in about 225 cc at

each breath. While breathing a mixture of 95

percent 02 and 5 percent C02, she breathed

17 times a minute but took in 700 cceach time.

Her respiratory center therefore, is now
sensitive to 5 percent C02 inhalation,

whereas this was not so while she was

suffering from congestive heart failure and

was somnolent. The obese hypoventilatory

cardiopulmonary syndrome (popularly

termed Pickwickian syndrome) is a complex

state. We don’t know the precise mechanism
of establishment of acute ventilatory failure

(which may be fatal); but we do know that to

avoid ventilatory failure we must encourage

weight reduction and seek to prevent

congestive heart failure.

C=3C=>

Adolescent Care Unit
350 Crossgates Blvd.

P. O. Box 730

Brandon, Mississippi 39042

(601) 982-8151

A private, in-patient intensive psychiatric

treatment unit for a wide range of nervous,

emotional, mental and personality disor-

ders. Accredited and Licensed. Academic

programs maintained by Educational

Psychologist. The Adolescent Care Unit is

situated in a General hospital less than two

miles from the Jackson Municipal Airport.

C. Mims Edwards, M.D., Barbara Goff, M.D.,

Attending Physician Consulting Physician
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Doyou feel qualified to

diagnose your

insurance policy?

At Group Consultants we’ve offered

you a comprehensive insurance

program sponsored by the LSMS since

1972. But we know that terms can

sometimes be confusing in making any

decision about insurance, so here are

some of the most commonly misused

terms and what they really mean.

Non-cancellable: A contract in which

the insurer can not change provisions

of the contract while it is in force.

Unfortunately this usually means the

rate will not be adjusted downward

either.

Guaranteed renewable: A contract in

which the insurer can not change

provisions of the contract except the

premium rate for a specific class of

people. For example Group

Consultants has just reduced

premiums on LSMS disability plans

for all members under 40.

LSMS disability renewal guarantee:

That provision of your LSMS
sponsored plan which guarantees that

your plan cannot be terminated except

by the LSMS, and only when another

LSMS sponsored plan replaces it.

Conversion of your old plan is

guaranteed, thereby affording

you the opportunity to acquire an

additional policy.

Personal Benefit Summary: A
detailed annual recap of personal

insurance benefits and options, made

available only to participants in the

LSMS sponsored programs.

Rehabilitation rider: That portion of

your LSMS disability program which

provides for continuation of benefits

and supplementary payments while

you, the insured, are attempting to

retrain for your own or another

profession.

These are some of the terms as they

apply to your LSMS sponsored

disability policy. However, questions

about other provisions of your policy

may arise and we’re always ready to

answer any questions you may have.

So the next time someone gives you

his diagnosis of your insurance

coverage - make sure he’s diagnosing

in his specialty - call us.

GROUP CONSULTANTS, INC.
BYNUM,GRACE & KIRBY INC

555 Building, St. Tammany St.

P.O. Drawer 66635 Baton Rouge, La. 70806

(504) 926-6303
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By LEON M. LANGLEY, JR.

It Costs More to Process Medicare Claims through the Social Security Administration than

through private health insurance carriers, according to a study by the General

Accounting Office. The study was requested last year by the House Ways and Means
Committee, whose Subcommittee on Health will hold hearings on national health

insurance early next month. Private organizations also do a better job, the GAO report

said. Social Security’s Division of Direct Reimbursement “generally took longer than the

private intermediaries to pay bills and make final settlements with providers. Its error

rate was about average,” GAO said. The study compared SSA’s Cost and Performance for

1973, with that of four contract intermediaries. The average cost (excluding audit) of a

bill processed by SSA was $12.39, compared to $7.31 for Travelers, $7.28 for Mutual of

Omaha, $3.81 for Hospital Service Corporation (Chicago Blue Cross), and $3.55 for

Maryland Blue Cross Plan. The GAO blamed high federal pay and administrative

inefficiencies for Social Security’s poor showing.

Medicine’s Leadership Scored Highest in public esteem among 16 professions and institutions

rated in a recent Harris Survey. Those questioned in the survey were asked whether the

leaders in each group “really know what most people want” or are “mostly out of touch

with their constituents.” Sixty-nine percent expressed confidence in medicine’s

leadership, while Congress placed last among the 16 groups with 34%. Television news
placed second with 66%, banks third with 64%, and the press fourth with 59%. Organized

labor was eighth with 45% and major companies tenth with 39%. The Supreme Court was
thirteenth with 38% and the White House was fourteenth with 35%.

Physicians’ Fees Rose 1.1% in September, according to the Consumer Pricelndex. Duringthe

month the all-items index increased 0.5% and the all-services index rose 1.0%. The
medical care index rose 0.8% in September. Hospital service charges increased 0.7%,

operating room charges increased 0.5%, and semi-private room charges increased 0.9%.

In the last 12-month period, physicians’ fees have gone up 10.9%, compared to a 7.8%

increase in the all-items index and an 8.4% increase in the all-services index. Since the

beginning of the Economic Stabilization Program, August, 1971, physicians’ fees have

risen 31.8%. During the same period the all-items index rose 33.9% and the all-services

index 30.7%.

Decline in Motor Vehicle Accidents during 1974 was reported by National Safety Council.

NSC data showed there were 46,200 traffic fatalities last year, down about 9,600 from
1973. Council also said there was a 4% drop in accidental deaths in the home in 1974 — to

25,000 from 26,000 a year earlier.

Crib Deaths Are Responsible for 40% of infant deaths in Britain, said the Office for Censuses

and Surveys, which said there were about 2,000 such deaths each year. Report said infant

mortality rate in England and Wales was 17.4 per 1,000 live births in 1961. In Scotland,

the rate was 19.9 per 1,000 live births. The U.S. infant mortality rate was 16.2 per 1,000

live births during the first eight months of 1975, a 3% decrease from the 16.7 rate during

the same period in 1974. In August the infant mortality rate was 14.6, a record low for the

month. In August, 1974, the rate was 15.6 per 1,000 live births.
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aniza tiizauon Section

The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

MINUTES
SPECIAL SESSION

HOUSE OF DELEGATES
LOUISIANA STATE MEDICAL SOCIETY

Lafayette, Louisiana

September 21, 1975

CALL TO ORDER
Maurice E. St.Martin, M.D., Chairman, called the

meeting to order at 10:00 a.m. on the above date.

REPORT OF CREDENTIALS COMMITTEE
Elwyn Cavin, M.D., Chairman of the Credentials

Committee, reported that there were 104 elected

delegates registered out of a possible 156. This

constituted a quorum, and all credentials were in

order.

INVOCATION AND SALUTE TO FLAG
Eugene F. Worthen, M.D., Vice-Chairman of the

House offered the invocation. The Chairman, Dr.

St.Martin, led the delegation in the salute to the Flag.

ROLL CALL
H. Ashton Thomas, M.D., Secretary-Treasurer,

called the roll of officers, past presidents and special

delegates.

REMARKS OF SECRETARY-TREASURER
Dr. Thomas commented on the wisdom of the House

of Delegates in adopting the Patients’ Insurance

Package (PIP) at the May session. Dr. Thomas further

noted that, although we were somewhat unprepared

for the Legislative Session, the wisdom and hard work

of a few active people aided the success of the LSMS
bills. He commended those people and President F.

Michael Smith, Jr., M.D., for their efforts. Dr. Thomas
added that it was fortunate that there were some people

who urged the LSMS to incorporate HB 1465 into the

PIP package.

In closing, Dr. Thomas emphasized the importance

of unity within the medical profession in order to

achieve our goals.

REMARKS OF CHAIRMAN
Dr. St.Martin informed the delegates that at a

Special Session the only matters that can be considered

are those for which the session is called. He stated,

however, that at this meeting he would try to be a bit

more flexible. Dr. St.Martin also asked the delegates

to limit their discussions to a reasonable length of time.

The Chairman announced that the LAMPAC/PALS
presentation would be conducted at the noon luncheon.

At that point, Dr. St.Martin recognized LSMS
President, F. Michael Smith, Jr., M.D.

REMARKS OF PRESIDENT
Dr. Smith briefly discussed some of the major

problems currently facing medicine, such as: national

health planning, utilization review, professional

liability insurance legislation and maximum allowable

cost (MAC). Dr. Smith also discussed the LSMS
financial needs to combat such problems. He
mentioned the special assessment and that the

Executive Committee agreed that it should be

mandatory so that the cost would be shared by all. The
President also felt that in order to continue efforts to

protect the medical profession from governmental

intervention, an annual dues increase would be

necessary. Dr. Smith stressed the need for unity of

efforts to maintain our policies. He concluded his

remarks by asking David M. Carlton, M.D., Chairman
of the Ad Hoc Committee for Implementation of HB
1465 and Related Bills, to present a report of that

Committee.

REPORT OF COMMITTEE FOR IMPLEMENTATION
OF HB 1465 & RELATED BILLS

Before presenting the report, Dr. Carlton read the

names of the other members of the Ad Hoc Committee
for the information of the House. Members include:

John Cooksey, M.D.: Broox Garrett, M.D.; Gerald

LaNasa, M.D.; William Palfrey, M.D.; and Donald
Palmisano, M.D. Technical Advisers to the Committee
are: Dr. and Mrs. Harry Winters, and Special Legal

Counsel, Jesse McDonald. After Dr. Carlton read

sections of the report, he moved that the House adopt

the recommendations contained therein in their

entirety. This motion was seconded; however, a

substitute motion was offered that the
recommendations in the report be considered
individually. The motion to divide the question and
consider the recommendations separately was
seconded, voted upon and carried.

Under the Recommendations for Establishment of

Strong. Effective Lobby, Recommendation No. 1 was,

upon motion made, seconded and carried, adopted and

amended as follows: “Employ full time professional

lobbyist.”

It was moved, seconded and carried to adopt

Recommendation No. 2 as follows: “Retain Mrs. Mary
Lou Winters of Columbia, Louisiana, (wife of LSMS
member Dr. Harry H. Winters) as special legislative

consultant.” Upon the adoption of this
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recommendation, Mrs. Winters received a standing

ovation from the delegates.

Adoption of Recommendation No. 3 was moved and

seconded. There was much discussion of

Recommendation No. 3, after which the Chair

suspended the rules of order to allow Mr. McDonald to

comment. Amendments to the recommendation were

offered, and upon vote, Recommendation No. 3 was

amended and adopted as follows: “Continue

employment of Attorney Jesse D. McDonald on the

same basis that he has been employed.” (Special

Counsel to LSMS for implementation of HB 1465 &
Technical Advisor to the Ad Hoc Committee for

Implementation of HB 1465 and Related Bills.)

It was moved, seconded and carried to adopt

Recommendation No. 4 as follows: “Establish full time

legislative office in Baton Rouge with a permanent
staff of: (a) full time professional lobbyist; (b) full time

assistant for research; (c) full time secretary; and (d)

this office should be rented and be conveniently located

to the capitol.”

A motion was made and seconded to accept

Recommendation No. 5 for information and refer it to

the Executive Committee. This motion was voted upon

and defeated. Another motion was offered to adopt

Recommendation No. 5 as the action of the House. The
recommendation was discussed with comment from

Mr. Henry B. Alsobrook, Legal Counsel. Some
delegates felt that this recommendtion should be

subject to the approval of the Executive Committee.

Dr. Carlton, as Chairman of the Ad Hoc Committee,

stated that this, of course, must be approved by the

Executive Committee. After further discussion, the

amended recomendation was voted upon and adopted
as follows: “Secure legal counsel in Baton Rouge to

advise the LSMS on general legislative matters. It is

recommended that this counsel be selected by the Ad
Hoc Committee for Implementation of HB 1465 and

Related Legislation, subject to approval by the

Executive Committee.”

There being no objection. Recommendations Nos. 6

and 7 were filed for information as follows:

Recommendation No. 6: “Duties of full time

professional lobbyist:

(a) Monitor and maintain check on all

developments in proposed or pending Louisiana State

Legislation of interest to LSMS and keep LSMS posted

on all such developments.

(b) Travel throughout the state on a recurring basis

to maintain personal contacts with legislators and local

(

physicians, and, in election years, to maintain contact

also with candidates who may be elected, to establish a

good rapport and working relationship with legislators

and candidates.

(c) Meet at least once annually with each
constituent medical society to apprise them of

legislative status and to educate them on lobbying

efforts needed.

(d) Be responsible for and have authority to make
all decisions relating to lobbying strategy and lobbying
methods and techniques at the Louisiana Legislature,

and to guide and assist LSMS members in their

individual lobbying efforts. (The LSMS would, of
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course, continue to formulate and identify legislative

goals and the legislative council, in accordance with

instructions given it by the LSMS House of Delegates,

and Executive Committee will formulate guidelines

and policy decisions relating to the substance of

legislation.)”

Recommendation No. 7: “During Legislative

sessions, the LSMS should supplement the permanent

lobbying staff by:

(a) Where appropriate, assign LSMS staff

members with duties to assist in lobbying efforts.

(b) Hire additional clerical and messenger
personnel as needed.

(c) Hire additional lobbying personnel as needed.

Upon motion made, seconded and carried,

Recommendation No. 8 was adopted as follows:

“Educational program by LSMS to inform and

motivate LSMS membership to become politically

active to assist in LSMS lobbying activities.”

A motion was made to refer Recommendation No. 9

to the Budget and Finance Committee. This motion

died for lack of a second. Another motion was made,

seconded and carried to adopt Recommendation No. 9

as a tentative budget. Adopted Recommendation No. 9

is as follows:

RECOMMENDED LSMS ANNUAL BUDGET
FOR LOBBYING PROGRAM:

Salary of full time lobbyist, $25,000 to $40,000 per

year.

Salary of full time assistant for research ($600 to

$1,000 per month), $7,200 to $12,000 per year.

Salary for full time secretary ($500 to $700 per

month), $6,000 to $8,400 per year.

Baton Rouge office rental including utilities, $6,000

to $7,200 per year.

Telephone expense (for portion of year outside period

Legislature in session)($750 per month), $9,100 per

year.

Travel expense allowance for Baton Rouge lobbying

office, $12,000 to $24,000 per year.

Office supplies and postage, $3,600 to $6,000 per

year.

Entertainment expense (outside period when
Legislature in session), $25,000 to $35,000 per year.

Legislative session expenses (special entertainment,

additional telephone, travel expense, and expense of

hiring additional clerical, messenger and lobbying

personnel as needed), $25,000 to $40,000 per year.

TOTAL ESTIMATED ANNUAL BUDGET,
(Legislature meets annually under new Constitution),

$118,900 to $181,700 per year.

Approximate per member cost to LSMS
membership: $37.16 to $56.78, (3,200 members).

There was much discussion of Recommendation No.

10 and the amount of the dues increase. A motion was

made, seconded and carried to amend and adopt

Recommendation No. 10 as follows: “This Committee

recommends that present dues be increased by $100

per year.” There was much discussion of the uses of this

increased dues money, and it was pointed out that the

Budget and Finance Committee has control of money
from dues. Therefore, a motion was made, seconded

Across the
street,

but
worlds away.

The Pontchartrain Hotel

appreciates the continuing

friendship and patronage of

members of the Louisiana State

Medical Society. We’ve catered

to our distinguished guests

“from across the street" for a

good many years now. . . and

we wish to continue in years

to come.

Our management and staff

are anxious to accommodate
your out-of-town guests and to

provide facilities for your small

meetings, luncheons and
dinners.

At The Pontchartrain, we
believe that you and your col-

leagues deserve to be pampered.

For reservations, call 524-0581

The Pontchartrain
Hotel

“Where dining in the Caribbean Room
is only one of your pleasures’’

2031 ST. CHARLES AVENUE,
NEW ORLEANS, LOUISIANA 70140

E. LYSLE ASCHAFFENBURG, Chairman of the Board

ALBERT ASCHAFFENBURG. President

JEFFREY SCHAEFER, General Manager

Member, Preferred Hotels Association.

January, 1976 — Vol. 128, No. 1 25



ORGANIZATION SECTION

and carried to reconsider Recommendation No. 10 to

clarify the uses of additional dues income. Finally,

upon motion made, seconded and carried,

Recommendation No. 10 was amended and adopted as

follows: “This Committee recommends that present

dues be increased by $100 per year, starting January 1,

1976, and of this $100, $60 be earmarked for providing

the strong, effective lobby outlined above (in

Recommendations Nos. 1-9); the other $40 for general

use by the Budget and Finance Committee.”

SPECIAL ORDER
At that point, the House recognized Representative

“Shady” Wall of Monroe and expressed its appreciation

for his acting as cosponsor of HB 1465 and acting as a

floor leader in securing its passage.

The House of Delegates then recessed for lunch.

Following the LAMPAC/PALS luncheon

presentation, the House reconvened.

SPECIAL ORDER
The Chairman of the House introduced Mr. Frederic

Andre of the Medical Liability Commission. Mr. Andre

gave a brief description of the activities of the

Commission.

At that point, Dr. Arthur Kleinschmidt introduced

Representative Sam LeBlanc, who cosponsored many
of the PIP bills and worked for their passage. The

House expressed its appreciation to Representative

LeBlanc by means of a standing ovation.

The House then resumed consideration of the Ad Hoc

Committee Report. Under Specific Recommendations

for Further Steps to Implement 1165. Recommendation

No. 1, was upon motion made, seconded and carried,

adopted as follows:

The office of Louisiana Insurance Commissioner has

advised this Committee that it wishes to appoint two

representatives from the Louisiana State Medical

Society (who need not be physician members) to serve

on an Advisory Board soon to be formed by the

Louisiana Insurance Commissioner, to advise the

Commissioner on the implementation, administration,

and policy making of the Insurance Commissioner’s

office relating to the administration and handling of

patients compensation fund and to the administration

generally of HB 1465. Important functions are to be

served by this Advisory Board, including functions

relating to administration of the fund, including

policies relating to settlement of claims against the

fund, Insurance Commissioner office staff, etc. In the

judgment of this Committee, the legal expertise and

experience of special counsel Jesse D. McDonald is

required on this Advisory Board, and accordingly, this

Committee recommends that he be appointed to serve

as one of the two members. The Committee
recommends that Dr. John Cooksey of Monroe,

Louisiana, be selected as the other representative of the

LSMS on the Advisory Board.

Recommendation No. 2 required no action and it was

therefore filed for information as follows:

Various technical amendments need to be made to

JimConner is our
resident specialiston

He may be reached at

529-1371, extension 331

TheTrust Division

FIRST NATIONAL BANK OF COMMERCE
New Orleans
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HB 1465 to restore provisions relating to “self insured”

health providers which, though approved by the Senate

Committee, were inadvertently omitted from the text

of the Act in the enrolling room. Only a small portion of

the provisions relating to self insurance were included

in the Bill as passed by the Legislature, and due to the

passage of this legislation in the closing hours of the

Legislature, time was not available to remedy this

problem. As experience develops during the coming

year under HB 1465, various practical problems may
result which call for further amendments to 1465,

particularly relating to matters pertaining to the

functioning of the Medical Review Panel and to the

handling of settlement procedures by the Insurance

Commissioner’s office. Need for such changes will be

monitored by this Committee and affirmative

recommendations made to a future meeting of the

Louisiana House of Delegates.

Recommendation No. 3, was upon motion made,

seconded and carried, adopted as follows:

In the judgment of this Committee, discharge of the

responsibilities of the LSMS to the general public for

this legislation calls upon the LSMS to take all

reasonable steps to encourage members of the medical

profession selected to serve on Medical Review Panels

to take the utmost care to act fairly, impartially, and

conscientiously when serving on such Medical Review

Panels as panelists selected by patients, the same as

they would serve when selected for membership on

such Panels by the defendant physician. This

Committee recommends that the House of Delegates

authorize the preparation of a special addition to the

Physicians’ Code of Ethics relating to the duty of

physicians selected to serve on Medical Review Panels,

and upon receipt of authorization, this Committee will

endeavor to prepare a recommended Code of Ethics

provision to accomplish this purpose.

Before consideration of Recommendation No. 4, Dr.

H.H. Hardy made a motion thatthe word “malpractice”

be changed to “liability” throughout the

recommendation. There was no objection from the Ad
Hoc Committee.A motion was then made, seconded and

carried to adopt Recommendation No. 4, with that

amendment, as follows:

In the judgment of this Committee, the discharge by
the LSMS of its responsibilities to the public with

respect to HB 1465, calls for LSMS to take all

reasonable steps to eliminate incompetency among
physicians in Louisiana. Accordingly, among the

amendments to 1465 which this Committee proposes to

recommend to the House of Delegates are amendments
which would provide for appropriate mechanism for

transmittal to the Louisiana State Board of Medical

Examiners, information concerning medical liability

claims which have been paid so that the Louisiana State

Board of Medical Examiners may review these

instances of liability to determine whether or not

appropriate evidence exists of physician incompetency
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(as opposed to inevitable mistake which is inherent in

any practice of medicine even by competent

physicians). In this connection, this Committee notes

that Act 350 of the 1975 Louisiana Legislature adopted

HB 1006 which provides amendments to the basic

legislation establishing the Louisiana State Board of

Medical Examiners and its functions and duties. This

Committee feels that the public interest demands that

an appropriate mechanism be provided bylaw
where by the Louisiana State Board of Medical
Examiners can be apprised of liability committed by

members of the medical profession in Louisiana. By

providing a mechanism to communicate to the

Louisiana State Board of Medical Examiners,
information concerning liability claims actually paid,

an effective way of communicating this needed data to

the Louisiana State Board of Medical Examiners can

be obtained and without the necessity of any
communication of unfounded claims which are

disposed of without payment.

Upon the conclusion of consideration of the

Committee Report, a motion was made, seconded and

carried to commend Dr. Carlton and the entire

Committee for a job well done.

NEW BUSINESS
The Chair was then turned over to the Vice-

Chairman, Eugene F. Worthen, M.D.

Dr. Thomas Gladney made a motion that the House

approve the action of the Executive Committee in

making the mandatory assessment of the membership

for this year. This motion received a second. There was

lengthy discussion of whether the assessment should be

mandatory or voluntary.

Dr. Jose Garcia-Oller asked whether a member not

paying the $100 assessment would be cancelled from
the LSMS Professional Liability Insurance Program.

According to the Master Contract with The Hartford,

“The Company agrees to make insurance coverage

available to all qualified physicians and surgeons who
meet the underwriting standards of the company.”

Legal Counsel was called upon for comment, and Mr.

Alsobrook advised the delegates that one of the

underwriting standards set by the company is that in

order to participate in the LSMS program, a physician

must be a member of the LSMS. He also stated that
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there were several cases where The Hartford had

accepted physicians for coverage who were not LSMS
members, but they were not accepted under LSMS
plan. In Mr. Alsobrook’s legal opinion, the insurance

program cannot be closed to non-Society members
without the risk of an anti-trust or class action suit

being filed. Mr. Alsobrook further stated that Johnson

and Higgins should obtain a ruling on that question.

An amendment was offered to Dr. Gladney’s motion

to provide for appropriate exemption of any member
upon whom this assessment might work a hardship, as

decided by the Executive Committee. The original

motion, as amended, was voted upon and carried.

Dr. Gladney then offered a motion, which was

seconded and carried, as follows: “To carry out the

needs of the Society, the House of Delegates authorize

the President of the LSMS, with approval of the

Executive Committee, to institute legal action in

support of any members to implement Option iii under

regulations controlling utilization review activities in

the local hospitals.”

At that point, Dr. William Bradburn, III, Chairman
of the Insurance Committee, stated that he had held a

meeting of the Insurance Committee, Saturday

(September 20) afternoon and had the following

recommendations of the Committee to offer for

adoption by the House of Delegates:

(1) The General Counsel of LSMS should not be the

legal counsel for, or receive fees from the medical

malpractice insurer for the LSMS.

(2) The defense counsel employed by the LSMS
malpractice insurer shall be selected by the defendant

physician from a selection of law firms in his district

which have been approved by the insurer and by the

LSMS.
(3) To provide a choice of personal defense counsel

to LSMS members under the Medical Defense Fund in

accordance with the By-Laws, the LSMS shall make
available a selection of attorneys in various law firms in

each district of the state. The attorney provided shall

not be from the law firm appointed by the malpractice

insurer to defend the LSMS member.
After reading the recommendations, Dr. Bradburn

moved that the House adopt them. A second to this

motion was received. A point of order was then raised

that since these recommendations were not in the call of

the Special Session, it was inappropriate to consider

them at this meeting. The Vice-Chairman advised that

this was technically correct, but that at the opening of

the Session it was stated that the agenda would be

flexible. The Chair ruled that the Insurance Committee

could present the report with recommendations. The
ruling of the Chair was sustained.

A subsidiary motion to the main motion was then

offered by Dr. Elmo Laborde that consideration of this

report be postponed definitely to the next regular

session of the House of Delegates. This motion was
seconded. There was some discussion of this motion,

and the Chair advised the delegates to limit themselves

to brief discussion and only discussion of the question of

definite postponement. The question was called and a

hand vote was taken, indicating a 69 to 40 vote in favor
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of definitely postponing consideration of the report to

the next regular session of the House of Delegates.

At that point, Dr. J. Michael Cage presented the

following resolution:

RESOLVED, by the House of Delegates of the

Louisiana State Medical Society, that special tribute

and high honor are hereby given to Dr. John Cooksey of

Monroe, for this outstanding accomplishment
(securing introduction of HB 1465 in the Legislature

and assisting in its enactment) of the highest

importance, and for the leadership and example he has

provided the physicians of Louisiana, all at great

personal sacrifice, and in the spirit of unselfish service

to his profession, and to the public as a whole.

Following its introduction. Dr. Cage moved the

adoption of the resolution, and that it be spread upon

the minutes of this meeting, and prominently

published in the Journal of this Society. Dr. Cage’s

motion received a second. An amendment was offered

to include the name of Dr. Terence Beven in the

resolution.

Dr. Beven took the floor and asked that his name be

withdrawn as he did not wish to detract from Dr.

Cooksey’s well-deserved recognition. The original

resolution was voted upon and adopted.

Next on the agenda was the presentation on the

implementation of the recently enacted malpractice

insurance legislation. Presentation of HB 635, 636, 637

and 638 was made by Mr. Michael G. Crow.

Presentation of HB 17 was made by Dr. Jose Garcia-

Oller. HB 1465 presentation was made by Mr. Jesse D.

McDonald.

Following the presentation, a motion was made,
seconded and carried to adjourn the Special Session of

the House of Delegates.
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ELECTROCARDIOGRAM OF THE MONTH

Electro-

cardiogram

of the Month
ELUCIDATION

The tracing shows typical findings seen in

hypothermia. There is pronounced sinus

bradycardia and QT interval prolongation.

The terminal portion of the QRS complex is

deformed by the characteristic “Osborn

wave.”

Discussion

The patient had a stormy postoperative

course marked by coma and persistent

hyperpyrexia. Because of the latter, an ice

mattress was used intermittently to lower

his rectal temperature to between 94 and

98F.

Total body hypothermia—accidental,

spontaneous or induced— is associated with

a constellation of electrocardiographic

alterations. Failure to recognize these

abnormalities leads to erroneous
interpretation of the electrocardiogram and

to improper management. The
electrocardiographic abnormalities are

reversible with rewarming, with no

apparent sequelae.

At core temperatures below 90F, the

firing rate of the SA node progressively

slows down. This is followed by a gradual

change in polarity of the T waves, and by
prolongation of the P-R, QRS, and Q-T
intervals.

Supraventricular and ventricular

arrhythmias occur often. Atrial fibrillation

and premature ventricular beats are

frequent forerunners of ventricular

fibrillation.

With more profound degrees of

hypothermia, ventricular fibrillation may
appear without warning or premonitory

arrhythmias. In others, profound
hypothermia may so depress atrioventric-

ular and intraventricular conduction that

cardiac activity ceases entirely.

The “Osborn wave”—also referred to as “J

wave”, “camel hump wave”, and
“hypothermic hump”— is the most
distinctive landmark on the electrocardio-

gram with extreme degrees of hypothermia.

The deflection is inscribed in the terminal

portion of the QRS complex, deforming it,

and is oriented in the same direction as the

major deflection of the ventricular complex.

The origin and clinical significance of the

“Osborn wave” have not been clarified.

Recognition of the electrocardiographic

abnormalities produced by total body
hypothermia has important clinical

implications. Patients showing these

alterations are in imminent danger.
Accordingly, measures designed to rewarm
the patient should be promptly instituted.

Selected References

1. Trevino A, Razi B, Beller M: The characteristic electrocardiogram

of accidental hypothermia. Arch Intern Med 127:470. 1971

2. Clements SD Jr. Hurst JW: Diagnostic value of electrocardiographic

abnormalities observed in subjects accidentally exposed to cold. Amer J

Cardiol 29:729, 1972
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CALENDAR
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month Lake Charles

Calcasieu Fourth Tuesday of every month Baton Rouge
East Baton Rouge Second Tuesday of every month

Jackson-Lincoln- Union Third Tuesday of every month
except summer months

Jefferson Third Thursday of every month

Lafayette Second Tuesday of every month Lafayette

Lafourche Last Tuesday of every other month

Morehouse Third Tuesday of every month Bastrop

Natchitoches Second Tuesday of every month

Orleans Second Tuesday of every month New Orleans

Ouachita First Thursday of every month Monroe
Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month

Tangipahoa Second and fourth Thursdays of

every month Independence
Terrebonne Third Monday of every month
Second District Third Thursday of every month
Shreveport Quarterly— First Tuesday Feb., April, Sept., Nov. Shreveport

Vernon First Thursday of every month

SOUTHEASTERN SURGICAL CONGRESS
The 44th Annual Assembly of the Southeastern

Surgical Congress will be held March 14-18, 1976, in

the New Orleans Marriott Hotel, New Orleans, La.

About 1,500 doctors, nurses and guests are expected to

attend.

On the doctors’ program, new and significant

developments in surgery will be discussed by six well-

known guest speakers and by many of the prominent

members of the Southeastern Surgical Congress, and

by other speakers.

The program will include papers on gastrointestinal

surgery and vascular surgery, and there will be a

Thursday morning session on management of breast

cancer featuring nationally known advocates of both

radical and non-radical procedures. Among the breast-

cancer panelists will be Marvelle Bayh, wife of US
Senator Birch Bayh.

Dr. William S. McCune, Washington, D. C., 1975-76

president of the Southeastern Surgical Congress, will

deliver the presidential address on Monday, March 15.

Dr. McCune is a clinical professor of surgery at George

Washington University School of Medicine and

attending surgeon at George Washington University

Hospital.

In the Southeastern’s separate four-day nurses’

meeting at the New Orleans Marriott March 15-18,

1976, prominent speakers in surgery and nursing will

be featured in a variety of subjects.

The Distinguished Service Award, highest award of

the Southeastern Surgical Congress, will be presented

to Dr. Harwell Wilson of Memphis, Tenn., on Monday,

March 15. Dr. Wilson will give a Distinguished Service

Address.

A special feature of the 1976 assembly will be a

postgraduate course Sunday, March 14, concluding on

January, 1976 — Vol. 128, No. 1

Tuesday afternoon, March 16, on “Cancer of the Colon.”

A faculty of 20 physicians and others will discuss many
aspects of the diagnosis and treatment of cancer of the

colon.

COURSE IN CARDIOLOGY
There will be a course in Cardiology on April 22, 23

and 24, 1976, New Orleans. This program offers a

concentrated learning experience designed to provide

knowledge and diagnostic skills related to current

cardiological concepts and resources. Registration fee

for physicians is $75.00; physicians (Heart Association

members) $50.00; nurses and allied health personnel

$25.00. The course offers 15 hours of credit and the

accrediting organizations are American Academy of

Family Physicians and AMA Category I, and

American Medical Association Physician Recognition

Award.
Cosponsors are LSU School of Medicine in New

Orleans (Department of Medicine and the Division of

Continuing Medical Education); Charity Hospital

Department of Cardiology, and the Louisiana Division

of the American Heart Association.

For registration information, contact Rafael C.

Sanchez, MD, Associate Dean for Continuing
Education, LSU School of Medicine, 1542 Tulane

Avenue, New Orleans, Louisiana 70112.

EMERGENCY PATIENT CARE COURSE
Emergency patient care is the focus of an intensive,

two-week course for physicians scheduled to take place

at the Ochsner Medical Institutions this spring.

Dr. Philip B. Johnson, course director and member of

the Ochsner medical staff, said that the program will

begin April 26 and run through May 8. It is jointly

sponsored by the Alton Ochsner Medical Foundation,

Charity Hospital at New Orleans, Louisiana State
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University School of Medicine and the Tulane

University School of Medicine.

The course has been sanctioned by the American

College of Emergency Physicians for a 96 hour credit

toward continuing education requirements of

physicians.

Dr. Johnson explained that the program has been

arranged to include a series of morning lectures

followed by daily four-hour preceptor sessions in the

emergency departments at Charity Hospital and

Ochsner Foundation Hospital.

Participating physicians will receive instruction in

electrocardiography, endotracheal intubation,

placement of central venous lines, arterial puncture,

and the use of various modern monitoring equipment.

The physicians will also make rounds in coronary care

and intensive care units.

Interested physicians and surgeons should write to

“Emergency Department Medical-Surgical Care”,

Division of Education, Alton Ochsner Medical

Foundation, 1516 Jefferson Highway, New Orleans,

Louisiana 70121.

STFM ANNUAL MEETING IN NEW ORLEANS
“Revolutionary Concepts in Teaching Family

Medicine” is the theme for the Ninth Annual Spring

Conference of the Society of Teachers of Family

Medicine to be held April 2-4 at the Royal Sonesta Hotel

in New Orleans.

It will be the Society’s first autonomous meeting

since its founding in 1968. “In launching this

independent conference,” President Edward W.
Ciriacy, MD, stated, “STFM reinforces its emergence

as a viable and representative body in the field of

academic Family Medicine.”

The program, entitled “How to Teach: Useful and

Innovative Techniques,” offers a variety of topic

workshops.

Registration fees are $45.00 for members and $65.00

for non-members. There is no fee for spouses. To

register or receive additional information, contact the

Society of Teachers of Family Medicine, 1740 West

92nd Street, Kansas City, Missouri 64114. The
registration deadline is March 15.

SPACE STILL AVAILABLE FOR LA. CHAPTER
OF AAP MEETING

There is still space available for the Louisiana

Chapter of the American Academy of Pediatrics

meeting in Cancun, Mexico, March 10-14, 1976. An
excellent program is planned with Dr. Ernest Cotton of

Denver on newborn respiratory therapy, Dr. John

Nelson of Dallas, speaking on infections and antibiotics

and Dr. John Freeman from Baltimore speaking on

management of epilepsy and neurologic problems.

This is a beautiful time of year to visit Mexico and there

will be plenty of time to enjoy yourself and visit the

Mayan ruins. Meeting is open to all physicians. Contact

Dr. Wallace Dunlap, 888 Tara Boulevard, Baton

Rouge, Louisiana 70806.

1976 RUDOLPH MATAS LECTURE

On Friday, April 2 at 12:00 noon in the Tulane

Medical School Auditorium, the Beta Iota Chapter of

Nu Sigma Nu will present the 1976 Rudolph Matas
Lecturer, Tinsley Harrison, MD. The title of his lecture

will be “The Bedside Care of Patients with Internal

Disease: Is It Improving or Declining in our Medical

Schools at Present?”

The lectureship will be open to all members of LSM S.

The lectureship will be followed by a banquet, at 7:00

p.m. in honor of Dr. Harrison at Delmonicos. All Nu
Sigma Nu alumnae are urged to attend.

For further information, contact the Public

Relations Office at Tulane.
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Strokes and Prevention
ALTON OCHSNER, JR., MD

New Orleans

Strokes are a major health problem! They
undoubtedly occur with greater frequency

than they are recognized. Fortunately most
of them are usually “transient” strokes in

which the brain damage and symptoms are

not permanent. However, in the United

States each year 200,000 deaths are due to

strokes (only heart disease and cancer cause

more); and of those patients who survive,

there is usually marked disability with in-

creased dependency, decreased mobility,

decreased vocational function, decreased

socialization and possible institutionaliza-

tion. It is estimated that 1.5 million

Americans are disabled as the result of a

stroke.

A “stroke” results from ischemic damage
of brain tissue. A decrease in the volume
flow of oxygenated blood produces the ische-

mia. The arterial blood oxygen content is

determined by the pulmonary function, the

amount of hemoglobin, and its affinity for

oxygen. The cerebral blood flow is deter-

mined by the cardiac output, the patency of

the arteries (including the collateral circu-

lation when there is arterial obstruction)

and the direction of blood flow in relation to

the brain (flow away from the brain is seen

in the “steal” phenomenon). Many forms of

pathology can influence the cerebral blood

flow. From a clinical standpoint, the most

Dr. Ochsner is chairman of the Stroke Committee,

AHA-LA.

important conditions are cerebral hema-
toma secondary to hypertension, micro-

emboli from ulcerated arteriosclerotic

plaques, emboli from the heart, cardiac

arrhythmias resulting in decreased cardiac

output, arterial stenosis, primary throm-

bosis related to hypercoagulation, arterial

elongation with kinking and arterial injury.

This issue of the Journal is devoted to the

practical aspects of managing a patient who
has had a stroke. Even though much can be

done for these patients particularly in

rehabilitation, it is important to recognize

that most strokes are preventable, and as

physicians this should be our primary goal.

Prevention depends on: (1) Recognition of

“transient” strokes and evaluation of these

patients; (2) Evaluation of all patients with

symptoms suggestive of cerebrovascular

insufficiency; (3) Evaluation of neck mur-
murs because these may be caused by signif-

icantly stenotic arteries; (4) Identifying the

stroke risk factors in individual patients and
controlling them. (These include hyper-

tension, diabetes, heart disease, smoking,

hypercholesterolemia.); and (5) Supporting
the Heart Fund and the programs of the

American Heart Association including: (a)

Stroke research; (b) Education regarding
the early warning signs of stroke and impor-

tance of controlling the risk factors; and (c)

Community service programs regarding

risk factor identification and stroke rehabil-

itation.
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Doctors,Incorporated.

Should You
Or Shouldn’t

You?

The only reason to incorporate

is to save money. The question is

will you?
Roland J. Hymel and Associates,

specialists in tax sheltered trusts,

can make incorporating prof-

itable to you.

Call and let them do a feasibil-

ity study. Then if they can't show

you howto save double their fee

in the first fiscal year, they won't

charge you anything.

You've studied a long time

and worked hard, you

deserve a profitable

practice.

{

ROLAND HYMEL AND ASSOCIATES • ROLAND HYMEL AGENCY • FRINGE BENEFIT ADMINISTRATORS

Financial Planning Center, 2475 Canal St., New Orleans, La. 70119, (504) 581-2900

The Roland Hymel Agency is associated with State Mutual Life Assurance Company of America, Worcester, Mass.
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Diagnosis and Management of

Cerebral Vascular Accidents

B EFORE any rational approach to ther-

apy can be initiated one must be sure

of the diagnosis of cerebral vascular acci-

dent and the type. Even though there are

many diagnostic aids now, to help establish

the diagnosis of cerebral vascular accidents,

by far the most important aid is the history

that the patient gives. The crux of the his-

tory that the patients give, who have sus-

tained almost any type of cerebral vascular

accident, is that the neurological deficit

came on abruptly. As always, there are

exceptions to this rule or axiom. Patients,

who have tumors growing in a “silent area”

of the brain, occasionally bleed into the

tumor and subsequently present as a patient

might who had sustained a cerebral

vascular accident. On rare occasions, the

patients, who “throw” multiple emboli to the

brain, present with a history of step-wise

deterioration of the central nervous system
function over a period of weeks. However,
these exceptions are uncommon. If the

proper diagnostic studies are undertaken,

one will not be misled by this history.

Over the years it has become clear to me
that a history of abrupt onset of neurological

dysfunction, seldom indicates anything

other than a CVA. However, when one is not

able to obtain a clear-cut history, one must
be suspicious of other processes occurring,

such as subdural hematoma, brain abscess,

and neoplasm.

When an elderly patient is found on the

floor at the bedside, is it because he

sustained a vascular accident prior to his

fall, or did he fall and then sustain a

structural injury to the brain? It has been
my experience that whenever the history is

not completely clear that diagnostic studies

become very important.

There is little on the neurological

examination that would definitely establish

Dr. Howell is a neurologist.

Reprint requests to 3333 Kingman Street, Metairie,

Louisiana.
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the diagnosis of a CVA. As always there are

exceptions to this rule, such as one seeing a

unilateral internuclear ophthalmoplegia in

someone 65 years of age who is not an

alcoholic nor has multiple sclerosis.

However, knowing the neurological deficits

certainly is very helpful in interpreting the

results of special diagnostic studies and can

give certain clues for prognosis and
rehabilitation.

There are many diagnostic tools that can

be used to advantage to separate cerebral

vascular accidents from other processes

involving the central nervous system. These

include skull x-rays, electroencephalog-

raphy, echoencephalography , brain
scanning, computerized axial tomography
scanning and cerebral angiography. Each
of these studies has some particular

advantage or clue to offer. They also may
serve to exclude other diagnoses.

Should skull x-rays show enlargement of

the sella or demineralization of dorsum
sella, certainly one then becomes concerned
about dealing with increased intracranial

pressure and more concerned about a

neoplastic process. However, one has to be

careful about being concerned about
demineralization of the dorsum sella in an
edentulous person of the age of the usual

stroke victim. Certainly if one sees a

significant shift in the pineal gland one is

more concerned about a mass lesion than a

CVA. Of course, a large intracerebral

hematoma could shift the pineal gland
significantly. In rare cases, it is possible to

see a shift in the pineal gland on plain skull

x-rays in a patient who has sustained a very

large infarct who subsequently develops
a large amount of cerebral edema.

Echoencephalography is most useful in

picking up midline shifts, particularly if a

patient has a unilateral subdural
hematoma. Also, if there is a significant

shift of midline structure again one must be
concerned about the presence of a neoplastic
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process. However, failure to have a shift of

the midline certainly does not exclude the

presence of bilateral subdural hematoma.

Perhaps the most difficult test to

interpret the clinical significance of its

findings would be the electroencephalo-

gram. Even when there has been a

significant cerebral infarction, the EEG
may show little in the way of significant

slowing. If a patient has sustained a brain

stem infarct, the EEG may be completely

normal. However, serial EEGs are rather

important. If one has a relatively normal

appearing EEG initially and it

subsequently becomes focally abnormal,

then one must suspect a neoplastic process.

When one sees a diffusely abnormal EEG,
one must be concerned about subarachnoid

hemorrhage or certain metabolic
abnormalities, such as severe hyponatremia
that may be complicating the patient’s

CVA. Also, anoxia will produce a diffusely

slow EEG. Certainly, one would want to

prevent the patient from developing any
anoxia, particularly one who has sustained

an area of brain infarction.

Perhaps one of the most useful studies is

the brain scan. Brain scans do not show
cerebral infarction usually until the fifth

day. If a brain scan is obtained within the

first 48 hours and shows an area of uptake,

then one must be suspicious about intra-

cerebral hematoma, neoplasm, or brain

abscess. Usually subdural hematomas show
on brain scans. Certainly, coupling the

information from electroencephalography

and brain scan adds to their validity as

diagnostic aids.

Even though the CAT scanner is in its

early clinical usage, it has already become
apparent that certain infarcts that do not

show on brain scan or on the EEG are

apparent on the CAT scan. Also, this scan

has been very helpful in picking up certain

neoplasms.

As you may have noticed, all of the above
studies are non-evasive and involve
virtually no risk to the patient. They provide

a great deal of information to the clinician,

particularly when the history and physical

findings are correlated with the results of

these studies.

With the above mentioned studies, the

need for four vessel cerebral angiography is

reduced. However, if one suspects carotid

ulcerative plaque disease there is no

substitute at this time for good cerebral

angiography. Unfortunately at this time not

all ulcerative plaques are visualized at

angiography, even with the best technique

used. At times when the clinical history is

quite clear cut that transient ischemic

attacks arise from one carotid and there is

no angiographic evidence of ulcerative

plaque disease, one might be forced to allow

the vascular surgeon to operate anyway.
Certainly there is indication for doing four

vessel cerebral angiography in the face of

subarachnoid hemorrhage. Four vessel

cerebral angiography could be indicated

when one is dealing with a definite

structural lesion, such as neoplasm, brain

abscess and subdural hematoma.
The CBC laboratory studies are of value.

A hematocrit of 58 percent might tell one

that the patient has a polycythemia.

The electrolyte profile and the blood gases

are most important. The patient with an

area of infarction certainly does not need

further anoxia. A chest x-ray, EKG and
even echocardiograms are important to

evaluate the cardiac status, since the heart

is the most common site of origin for

cerebral emboli.

Once a diagnosis has been established, one

can begin to think in rational terms for the

treatment of cerebral vascular accident. If

one is dealing with an intracranial

hemorrhage, by and large these treatments

are going to be surgical.

The treatment rational outlined below is

for cerebral infarction:

If the blood pressure is elevated, it should

be reduced to the range of 160-150/100-90.

Certainly it does not need to be raised to this

level, but any significant hypotension

should be corrected. It is best not to use

drugs such as reserpine or phenobarbital to

reduce blood pressure since these depress

the conscious level. It would be wiser to use a

drug such as Aldomet.
When a patient is being maintained on

intravenous fluids, it is best that he be
restricted to 1,500 cc or less per 24 hours.
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Larger amounts of intravenous fluids offer

the potential for increased brain swelling

about the area of infarction. Even when
patients are maintained on oral fluids, it is

wise to restrict their fluid intake to 2,000 cc

or less per 24 hours.

If the patient’s blood gases indicate a

relative anoxia, certainly consideration of

tracheostomy or other types of improved

ventilation should be given.

There is some debate in the literature at

this time about the value of Decadron or

other steroids. Certainly, cerebral
infarctions usually do not produce the

amount of edema that other structural

lesions often evoke. However, it has been my
experience that Decadron 8 to 12 mg given

immediately IV and 4 mg every 6 hours IM

is of value. This dose can be tapered over the

next 10 to 14 days.

Certainly any cardiac arrhythmia should

be corrected, since these can lead to reduced

cardiac output and lower brain perfusion.

At this time there is still considerable

debate about the use of anticoagulants in

stroke victims or the stroke prone patient. It

has been my experience that once a

completed stroke has occurred,
anticoagulants offer little value and have

the potential for great harm.

The use of Persantine and/or aspirin is

still under clinical investigation, but would

appear to show promise at this time. I have

patients on aspirin, 5 grains, twice a day.

How effective this treatment is for pro-

phylaxis of vascular accident certainly is

not clear now.
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Role of Vascular Surgery in the Management
of the Stroke Patient

T HE role of vascular surgery is

primarily prophylactic — to prevent

strokes. It is applicable to the management
of a patient with an acute stroke only in

special situations.

In relation to the thromboembolic
problems, the following surgical procedures

can be used: (1) Endarterectomy with or

without thrombectomy to open a stenotic or

occluded artery or to remove an ulcerative

arteriosclerotic plaque. (2) Artery to artery

bypass within the neck to restore the blood

flow to a proximally occluded aortic arch

artery or to correct a “steal” phenomenon.

Arterial bypass may also be used from the

common carotid artery or superficial

temporal artery to the internal carotid

artery intracranially for symptomatic
bilateral obstruction of the internal carotid

arteries. (3) Arterial patch grafting may be

used for non-arteriosclerotic stenotic lesions

of the carotid and vertebral arteries that

cannot be endarterectomized. (4)

Segmented excision with fore-shortening or

proximal implantation of arteries to

straighten them out and prevent kinking.

(5) Cervical sympathectomy to increase flow

through the collateral vessels (primarily the

external carotid artery) may be helpful but

its exact role has not been clarified. (6)

Repair of severed and damaged vessels is

important after vascular injury. (7) Special

Dr. Ochsner is a vascular surgeon.

Reprint requests to 3525 N. Causeway, Metairie,

Louisiana 70002,

ALTON OCHSNER, JR, MD, FACS
New Orleans

surgical procedures that may be required

for unusual problems such as aneurysms,

vascular entrapment in scar or external

compression by exostoses. These would

include arterial resection with
reconstruction, debriding procedures and

excision of bony prominences.

All the surgical procedures that are

confined to the neck area can be done by

an experienced vascular surgeon with little

mortality and morbidity.

The timing of the vascular procedure in

relation to the onset of stroke symptoms is

critical. Theoretically any operation which

improves the blood flow to an area of

ischemia should be helpful but ischemic

intracerebral vessels are vulnerable to

rupture with increased perfusion pressure.

In addition there is also a chance of

producing more ischemia during the

operative procedure. Because of this,

surgery must be done either within a few

hours after onset or after the infarct has

healed (four to six weeks) when the

symptoms and the brain scan are stable. In

addition, unless there is disruption of the

vessel, early operation should be considered

only when there is complete occlusion or

such marked stenosis that the intracerebral

filling, as demonstrated by angiography, is

primarily from the ipsilateral side. From a

practical standpoint, therefore, early

operations are restricted to strokes

occurring within the hospital (ie,

postoperative strokes) and after acute

injury to the neck.
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Review of Surgically Treatable

Intracranial Vascular Accidents

M ANY patients with intracranial vas-

cular accidents can be successfully

treated providing a specific diagnosis is

made. Foremost, amongst such treatable

strokes is subarachnoid hemorrhage
shich usually presents as severe head-
ache with or without loss of consciousness
but almost always with a stiff neck and
either evidence of fresh blood or xantho-
chromia upon lumbar puncture. Head-
ache is usually much more severe and
sudden than any other the patient has
had in his lifetime. Due to irritation

of the parasympathetic fibers of the

third nerve, miosis and photophobia
may be seen. Furthermore, increase in

intracranial pressure associated with
bleeding may not only produce retinal

hemorrhages but also papilledema. Blood

may gravitate to the lumbar subarachnoid

space irritating meninges and producing

radicular leg pain and a positive straight leg

raising sign.

The majority of subarachnoid
hemorrhages are due to berry aneurysms on

the circle of Willis. 14 Such aneurysms are

usually congenital in origin secondary to a

defect in a portion of internal elastica close

to a bifurcation or branch of a vessel. Aging,

arteriosclerosis, and hypertension further

weaken the vessel while turbulence at the

bifurcation produces an outpouching.
Although aneurysms usually present by
bleeding, occasionally, they can compress
important adjacent neural structures by
simple expansion. The classic example is an

internal carotid aneurysm which
compresses the third nerve producing ptosis

and extraocular palsy without clinical

evidence of subarachnoid hemorrhage.
Most patients with hemorrhage can be

graded according to both severity of

alteration in consciousness as well as

neurologic deficit which is severe in 30 to 40

percent of patients surviving initial

From the Division of Neurosurgery, LSU Medical

Center and Charity Hospital, New Orleans, La. 70112.

Bibliography will be furnished upon request.
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bleeding. Deficit is due to hemorrhage into

the brain or more commonly arterial spasm
producing cerebral infarction. Some 40 to

50 percent of patients with a poor grade will

with time improve, and this is important for

an alert patient will usually do well with

attempt to clip or exclude the aneurysm. 8

Workup includes identification of the

bleeding source which will usually be an

aneurysm but can be an arteriovenous

malformation (5 to 7.5%), a coagulopathy

(5%), or rarely intracranial tumor which can

outgrow its blood supply and bleed.

Hypertensive arteriosclerotic disease

accounts for the remainder of subarachnoid

hemorrhage (20 - 30%). Arteriography is

used to identify the source of the

hemorrhage, and any underlying
neurologic deficit. 2 Mortality for retrograde

arteriography can be as low as .06 percent

and morbidity 0.7 percent while for percu-

taneous arteriography, morbidity and
mortality are 4 percent and 0.3 percent

respectively.

Subarachnoid hemorrhage, where no

definite source is found, is usually seen in

the hypertensive patient who has
arteriosclerotic vessels which crack
secondary to poor vasa vasorum, or

thrombose producing secondary
hemorrhage. Such lesions carry an
excellent prognosis, for likelihood of

rebleeding is low unlike with aneurysms
and arteriovenous malformations. 10

Treatment of subarachnoid hemorrhage
involves strict bedrest, mild sedation, and
supportive nursing measures until the

bleeding site is identified. If technically

possible, the bleeding site is secured usually

by excluding an aneurysm by clip or

ligature, while with arteriovenous
malformations total excision is indicated if

the lesion is relatively superficial and
located in a relatively silent area of the

brain.

Intracerebral hemorrhage occurs into

brain parenchyma compressing and/or
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destroying it. Such hemorrhage is common
(5 to 6% of most autopsy series) and is usually

associated with hypertension and
arteriosclerosis (60%). Mechanism for such

intracerebral hemorrhage may be due to

microaneurysms secondary to hypertensive,

arteriosclerotic disease, and bleeding
usually occurs deep in internal capsule,

globus pallidus, and thalamus. 3 As a result,

patients commonly present in coma with a

hemiparesis or plegia. Many of those who
survive (only 25 to 30%) are left with severe

residual deficit. Outlook is not uniformly

pessimistic, 11 for there are two types of

intracerebral bleeding. 1 The first, is not

only deep but extensive, usually ruptures

into the ventricular system, and is

associated with high mortality rate despite

treatment. The second type is more self-

limiting, may dissect laterally rather than

centrally, behaves somewhat like a mass
lesion, and can be evacuated if identified.

Patients who “survive the initial ictus and
do not have massive neurologic deficit can

be considered for surgery,” 12 particularly if

they do not improve or regress as the

hematoma liquifies, swells and produces
edema. It is not generally appreciated that

such bleeding can occur in surgically acces-

sible areas such as frontal, temporal, or oc-

cipital lobes and cerebellum. If such patients

can be identified, clot can be removed with

distinct benefit. 4 Cerebellar hematomas
can mimic brain stem hemorrhage and
produce a deeply comatose patient. Diagno-

sis should be suspected in patients who have
flaccid extremities with sparse spontaneous

movements, forced conjugate gaze, or skew
deviation of the eyes often with persistent

emesis or hiccoughs. Over a six-year-period

at Charity Hospital, 14 such patients were
admitted but the diagnosis was only made in

1 patient who was successfully treated by
evacuation of his clot. Autopsy findings in

the remainder of the patients suggested four

who might have been salvaged if the

diagnosis had been suspected. Such patients

can make remarkable recoveries reversing

not only coma but also many of their

neurologic deficits. 5

Tri-State Scientific Sessions
CARDIOLOGY ’76

Sponsored By: American Heart Association - Louisiana, Inc.

Arkansas Heart Association
Mississippi Heart Association

Monteleone Hotel, New Orleans, Louisiana
May 20-22, 1976 — Lectures and Practical Workshop

Speakers include:

"Digitalis Intoxication” — Thomas Smith, M.D.
“Current Status of Myocardial Infarction Therapy” — William Parmley, M.D.

“Precordial Mapping” — Peter Maroko, M.D.

“Treadmill Testing” — Albert Kattus, M.D.

Program is acceptable for 15)4 elective hours by the American Academy of

Family Physicians.

For more information, contact:

John Paul, American Heart Association - Louisiana
3303 Tulane Avenue, New Orleans, La. 70119
Telephone: (504) 827-1644
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Nursing Rehabilitation of

the Stroke Patient

T HE care of the stroke patient is built

upon the concept of communication in

order to insure the continuity of care from

the acute hospital into the home. Therefore,

it is important that a capable family

member become actively involved in the

patient’s care, and at the same time, develop

empathy.

All patients will benefit from
rehabilitation, but in varying degrees. After

the physician has determined the patient’s

goals of treatment, then nursing must
continue to coordinate the care plans toward

these predetermined goals.

The keystone to a successful
rehabilitation program is properly directed

early care. Prevention of deformities which
result from improper body positioning,

prevention of musculoskeletal deteriorating

effects of disease, and prevention of

intellectual regression from sensory

deprivation are the cruxes to the early

treatment and a continuous rehabilitation

program.

The basic bed position should be one in

which the patient is resting on a firm

mattress with the head elevated as little as

possible and using a flat pillow. The
involved arm is abducted 90 degrees with

the elbow flexed to 90 degrees and
supported on a pillow to prevent internal

rotation. A soft roll is placed in the hand to

keep the fingers functional. The hips are

fully extended, and external rotation of the

leg is prevented by placing a rolled sheet

beneath the trochanter. The feet are placed

against a footboard at right angles. The
alternate side-lying position permits
placement of the limbs in positions different

from the attitude when supine and again

supports the involved extremities. To
prevent contractures and bedsores, proper

positioning and frequent turning must be

Mrs. Fonda is Director of Nursing, Southern Baptist

Hospital, New Orleans.
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done as soon as the patient’s condition

permits such activity. It is advisable that he

be permitted to sit on the edge of the bed or

in a wheelchair and to use his uninvolved

extremities as soon as possible. An over-the-

bed trapeze helps. Also his appetite and
nutrition will improve if he is permitted to

sit up for meals.

Intellectual regression may be prevented

by the patient having conversations with

friends, family and visitors, listening to the

radio, viewing television programs and

having clocks and calendars with large

numbers within the viewing range.

Range of motion exercises and active use

of existing muscles help maintain normal

mobility. Allow the patient to do as much for

himself as he has potential capabilities such

as: practicing one handed techniques of

dressing, feeding and grooming: and
practicing sitting balance, transferring to

chairs and standing balance. Some patients

will not progress beyond the stage of

learning standing balance, either because of

inability to comprehend instructions,

failure to recover muscular tone in the

paralyzed leg or because of poor judgment.

If the patient can progress, the nurse should

assist him in practicing walking with the

use of a hemiplegic rail or by placing the

furniture so that the patient can assist

himself by using the uninvolved upper
extremity for support.

It is most important that at a very early

stage of rehabilitation the patient be placed

on a bowel and bladder training regime.

This can be accomplished in practically all

hemiplegics. Continence is primarily a

problem of awareness of the sensation

associated with micturition and defecation

and with the opportunity to void at regular

intervals. If the patient cannot become
continent, it is unlikely he can regain other

functional skills. The urinal should be
offered every two hours. He should have a
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commode and sit to void. He should not be

permitted to be incontinent or have a urinal

left in place since the patient must be

actively involved in relearning continence.

Bowel training is similarly accomplished by

having the patient sit on a bedpan or

commode at the same time every day. A
rectal suppository may be needed to trigger

the passage of the stool.

These preventative nursing measures will

assist the patient to continue to progress in

self care so that discharge to the home may
be hastened.

At this stage, it is assumed the capable

family member has been taught to do the

necessary nursing activities, and
modifications have been made in the home.

Since this retraining may continue for

many months, it may be helpful for the

visiting nurse to work closely with the

patient, physician and family to achieve or

maintain the patient’s self-care abilities.

HIBERNIABILITY:
Ways to help you help yourself

Banks offer a lot of services and most of you are

familiar with them. At Hibernia we offer them all, but

we also offer you more than the usual banking services.

At Hibernia we re not just concerned with your specific

banking needs. We're also concerned with giving guid-

ance and direction to your whole financial life. With

helping you and your family to a more secure financial

future. That’s Hiberniability.

HIBERNIA
NATIONALBANK
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Functional Rehabilitation of the Stroke Patient

THE goal of rehabilitation for a stroke

victim must be to return to the

community utilizing his physical, mental,

social and vocational potentials to the

greatest extent possible.

In 1964, a study showed that 90 percent of

hemiplegics can be taught to get out of bed,

70 percent become self-sufficient, and 30

percent of those in an employable age group

can return to work. The percentages are

even higher now.

The rehabilitation team includes not only

the physician, but nurses, psychologists,

social workers, audiology and speech
pathologists, physical therapists,
occupational therapists, educational

therapists, and vocational counselors. Each
team member is responsible for evaluation

and treatment under the physician’s

direction. Realistic and attainable goals are

set on an individual basis. Many times

evaluation may take an actual prolonged

trial of clinical tests in rehabilitation.

Neurological deficits frequently
determine rehabilitation goals. The
presence of hemianopsia, astereognosis,

global aphasia, cerebellar ataxia,

pseudobulbar palsy or an organic brain

syndrome will cause a wide variation in the

“stroke rehabilitation program”. Pain can

be a prominent feature of the disease, but

the diffuse thalamic burning is not a

frequent occurrence.

Before physical rehabilitation can take

place, an assessment of a patient’s general

medical status must be made. This is

particularly true of the cardiovascular,

genitourinary and gastrointestinal systems.

Testing for voluntary motor return must be

accomplished by the physician and
therapists. Spasticity, muscle weakness and

contractures must be noted.

The nurse or occupational therapist

should record performance of the activities

of daily living such as feeding, dressing,

Dr. McKinstry is Chief, Rehabilitation Medicine

Service, Veterans Administration Hospital, Biloxi,

Mississippi.
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working and toileting. Emotional and
psychological testing must be made to see if

the patient has the ability to follow simple

commands. If he has the ability, he must also

be motivated, and some evaluation of a

patient’s motivation is made by the

psychologist and other staff members. If a

patient does not desire rehabilitation,

frequently it is not successful.

In two to three days a physical therapist

can train a hemiplegic to pull up in the

parallel bars. If he is too weak to stand on his

own, this is preceded by tilt table standing

and mat exercises. After he learns to stand,

ambulation is begun first in the parallel

bars, progressing to a walker or cane. Mat
exercises are helpful to stabilize balance.

The exercise program includes range of

motion, active and resistive exercises and is

progressive with the patient’s ability. The
initial program as pointed out above is to

maintain joint motion; later systematic

power and coordination exercises are

important.

The lower extremity receives the initial

emphasis for therapy, as voluntary motor
power usually returns there first. Muscle
reeducation is stressed in both extremities

by use of associated and reciprocal move-
ments. The upper extremity is usually

harder to rehabilitate than the lower. It

usually receives a duplicated effort as far as

therapy is concerned. Occupational thera-

pists are equally skilled as are physical

therapists in upper extremity management.
The goal for the hemiplegic arm is to become
an assistive device for the normal extremity.

Initially, gross coordination of the shoulder

and elbow is stressed, as are range of motion
and functional activities.

Occupational therapists are highly skilled

in adapting activities for a patient to do that

are compatible with his occupation if there

is a possibility for return of function. Inde-

pendence is an overall goal. Perceptual

motor activities are utilized by the therapist

as a modality. If, after five to six months of

treatment, there is no return there is likely
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to be no further improvement. Astereoag-

nosis can be used to predict functional

return during initial evaluation. If there is

loss of sensation in the hemiplegic hand,

prognosis is poor. Slings are generally now
replaced by single Bobath rolls under the

arm to prevent subluxation, thus allowing

the arm free from a flexed, adducted, posi-

tion in a sling. Subluxation of the shoulder

can cause a shoulder-hand syndrome that

produces pain in hemiplegia. An
educational therapist can teach the patient

to write with the uninvolved hand or this can

be done in occupational therapy.

Spasticity frequently determines the

functional ability of a stroke victim.

Spasticity causes contractures, abnormal
positions and can overshadow any voluntary

motor power.

Short leg braces are frequently required

when there is failure of voluntary return of

foot dorsiflexion or when spasticity causes

the gastrocnemius to plantar flex the foot. A
brace should not be ordered until the

therapist has begun ambulation and the

need is demonstrated. Setting the brace

AFTER

YOU LEASE A CAR,

IT'S TOO LATE TO LEARN
- ABOUT AUTO LEASING!

Why not find out beforehand just what your lease offers you. We at

Bailey Lincoln-Mercury are sincerely interested in seeing that you
are given a lease that is tailor-made to fit your needs. Our ever-

growing list of accounts is ample testimony that our lease agreements
are ideally suited for the individual's needs. We offer the type of

service you expect and deserve.

Could we give you more information about automobile leasing?

NAME

ADDRESS

CITY STATE ZIP.

TELEPHONE

1535 POYDRAS • a c ross from SuDerdome
NEW & USED CAR SALES • 522-6611

Showroom open 8am - 9 pm Mon Fri and 8 to 6 Sal

ankle in minus 5° plantar flexion can correct

genu recurvatum of the hemiplegic knee. A
“T” strap can be used to prevent inversion of

the foot. Long leg braces are avoided when-
ever possible by the rehabilitation team, but

have to be used when knees are contracted

or unstable with poor quadriceps.

If a patient’s speech is impaired, an audi-

ologist and a speech pathologist should be

involved to retrain the aphasic stroke

patient. About 40 percent of stroke patients

initially have some speech involvement and

80 percent usually improve with therapy.

Most language disorders from stroke are

either dysarthria or aphasia.

When the patient becomes self-sufficient

from the above outlined program and the

social worker has paved the way for family

placement or otherwise, a home exercise

program is begun. This can be coordinated

with the vocational counselor who deter-

mines an occupation geared to the patient’s

disability. Usually a year is needed before a

patient can be totally rehabilitated to his

functional level from a cerebrovascular

accident or stroke.

WANTED

Louisiana — Emergency Department

Physicians — $53,000.00 guarantee.

Quality nucleus needed for expansion

of established group. Superb facilities

and medical community. Graceful old

south atmosphere. Excellent hunting,

fishing, water sports, climate.

Fringes:

Malpractice, Major-Medical, Hospi-

talization, Life, Disability.

Call or Send C.V.:

GCEP
3325 Plainview, Suite 7

Pasadena, Texas 7750

4

713-944-6300
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Bilateral Subpulmonary Pleural Effusion

II. Follow-up Examination
SEYMOUR FISKE OCHSNER, MD

CHESTER C. COLES, MD
New Orleans

A recent Radiology Page 1 stressed the

importance of recognizing subpul-

monary pleural effusions and described

the ease with which they could be identified

by obtaining lateral decubitus chest

roentgenograms. In this report we are

showing the follow-up chest roentgeno-

grams to stress again the subtle but very

definite changes that occur when fluid

collects beneath the lung and on top of the

diaphragm.
These roentgenograms reveal the

bilateral pleural effusions that developed

after a respiratory infection complicating

nephrosis. After treatment, the sizable

pleural effusions cleared promptly, and
within ten days had disappeared.

It is enlightening to compare the two sets

of roentgenograms. In Fig 1, the lungs

appear slightly hazy, the costophrenic

angles are shallow, and a thin strip of fluid

marks the left lateral pleural angle. In Fig

2, ten days later, the lungs are very clear, the

costophrenic angles deep and sharp, and
there is no hint of fluid.

The initial lateral view (Fig 3) shows the

Fig. 1. Initial erect chest radiograph. Note the

subtle changes of subpulmonary effusions.

Fig. 2. Follow-up erect chest radiograph in ten

days. Lungs now clear, diaphragm lower, and

costophrenic angles sharp.

Fig. 3. Initial lateral chest radiograph. The
diaphragm seems high and fluid is seen in posterior

angles.

February, 1976 — Vol. 128, No. 2 47



RADIOLOGY PAGE

Fig. 4. Follow-up lateral radiograph in ten days.

Lungs are well expanded, outline of diaphragm is

sharp, and the costophrenic angles are deep and clear.

seemingly high diaphragm, the shallow

angles, and a thin rim of fluid posteriorly on

both sides. Within ten days, the follow-up

roentgenogram (Fig 4) shows the clear and
expanded lungs, the low diaphragm, the

normal contour and deep posterior angles,

and the absence of any suggestion of fluid.

In looking at the now normal
roentgenograms, (Fig 2 and 4), it is even
more obvious that the initial ones (Fig 1 and
3) were definitely abnormal. They also show
the potential value of follow-up examination
if the initial study is questionable or the

diagnosis has not been confirmed by other

means.

Reference

1. Ochsner SF, Coles CC: Bilateral subpulmonary pleural effusion.

I-Easy method for detection. J La State Med Soc 128:9-10; 1976

WANTED
INTERNIST or internal medicine oriented

General Practitioner needed to work in New
Orleans Health Corporation Neighborhood
Health Center. 40 hour a week schedule. Ample
leisure time. Salary: $30,000 - $33,000 PA
depending on experience. For further
information write Sandra L. Robinson, M.D.,

Medical Coordinator, 1000 Howard Avenue -

Suite 504, New Orleans, Louisiana 70113 — An
Equal Opportunity Employer.

FULL-TIME ER PHYSICIAN
For modern, expanding fully-accredited 467-

bed regional medical center with low malprac-
tice insurance rates, salary and fringes, negoti-

able progressive staff with specialty backup.
Excellent schools, college facilities, cultural
activities, recreational activities

Contact Dan S. Wilford, Adm.
North Mississippi Medical Center

830 South Gloster St.

Tupelo, Ms. 38801 (601)842-3632
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Electrocardiogram

of the Month

No Stroke of Luck

Editor

NORTON W. VOORHIES, MD
New Orleans

JORGE I. MARTINEZ-LOPEZ, MD
New Orleans

The tracing shown below (Fig 1) was taken on admission of a 57-year-old black woman with
a history of long-standing hypertensive cardiovascular disease. She was hospitalized for
treatment of a “stroke” secondary to cerebral hemorrhage.

What is your diagnosis?

Elucidation is on page 52.

From the Cardiology Section, Department of Medicine, LSU Medical Center, and the Cardiology
Department, Charity Hospital of Louisiana, New Orleans.

Bibliography will be furnished on request.
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Doyou feel qualified to

diagnose your

insurance policy?

,A.t Group Consultants we’ve offered

you a comprehensive insurance

program sponsored by the LSMS since

1972. But we know that terms can

sometimes be confusing in making any

decision about insurance, so here are

some of the most commonly misused

terms and what they really mean.

Non-caneellable: A contract in which

the insurer can not change provisions

of the contract while it is in force.

Unfortunately this usually means the

rate will not be adjusted downward
either.

Guaranteed renewable: A contract in

which the insurer can not change

provisions of the contract except the

premium rate for a specific class of

people. For example Group

Consultants has just reduced

premiums on LSMS disability plans

for all members under 40.

LSMS disability renewal guarantee:

That provision of your LSMS
sponsored plan which guarantees that

your plan cannot be terminated except

by the LSMS, and only when another

LSMS sponsored plan replaces it.

Conversion of your old plan is

guaranteed, thereby affording

you the opportunity to acquire an

additional policy.

Personal Benefit Summary: A
detailed annual recap of personal

insurance benefits and options, made

available only to participants in the

LSMS sponsored programs.

Rehabilitation rider: That portion of

your LSMS disability program which

provides for continuation of benefits

and supplementary payments while

you, the insured, are attempting to

retrain for your own or another

profession.

These are some of the terms as they

apply to your LSMS sponsored

disability policy. However, questions

about other provisions of your policy

may arise and we're always ready to

answer any questions you may have.

So the next time someone gives you

his diagnosis of your insurance

coverage - make sure he’s diagnosing

in his specialty - call us.

GROUP CONSULTANTS, INC.
BYNUM,GRACE & KIRBY INC.

555 Building, St. Tammany St.

P.O. Drawer 66635 Baton Rouge, La. 70806

(504) 926-6303
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By: LEON M. LANGLEY, JR.

Average American spent $547 for health care during 1975, the Health, Education, and Welfare

Department said. The nation’s total expenditure for health of $118.5 billion during the

fiscal year that ended June 30, was 13.9% above the previous year. The Social Security

Administration said health accounted for 8.3% of the gross national product, after having

been stabilized at between 7. 7-7.9% for the past three years. It attributed the change to a

slowdown in the GNP growth rate at a time when health costs were increasing and more
people were seeking treatment.

Total Job-Related Illness and Injury declined in 1974, but the number of deaths and serious

injuries increased, the U. S. Department of Labor reported. There were about 5.9 million

job-related injuries in 1974, 163,000 less than in 1973 — but the total of 5,900 job-related

deaths was 200 more than in 1973.

House Approved an Increase in voluntary Medicare Part B Premiums, from $6.70 to $7.20.

If the Senate approves the 50-cent hike, it would take effect next July 1, for the 22 million

enrollees.

Total Economic Cost of diabetes in the United States this year will be more than $5.1 billion,

American Public Health Association was told. Estimate includes $1.9 billion in direct medical

costs and an additional $300 million in medical costs caused by complications, said Jack L.

Werner and George K. Tokuhata, PhD, of the Pennsylvania Department of Health. Other

factors covered by report included losses of productivity and earnings caused by mortality and

morbidity.

Self-Employed Physicians Will Pay $94.89 more to the Social Security program next year.

The maximum tax level for the self-employed will be $1,208.70, the government said. For
salaried individuals, the maximum tax will rise to $895.05 from $824.85 this year. Tax
rates of 5.85% for each employer and employee and 7.9% for the self-employed won't
change; but the taxable base will be increased to $15,300 from the 1975 base of $14,100.

A New Association Is Being Formed to serve retired and semi-retired physicians. The
American Retired Physicians Association, which has received an AMA grant to aid its

development, will be open to physicians aged 55 or over and their spouses or widows.
Annual dues of $10 will cover both the physician and spouse. Beginning early next

year, a newsletter will include news of group tours and low-rate purchase of major
consumer items, as well as information on practice disposal, wills, and retirement

income. Ralph Creer, former director of the AMA Department of Scientific Assembly,

is the executive director. For information write American Retired Physicians Association,

Suite 906, 400 N. Michigan Ave., Chicago, 111. 60611.

Figures Issued by the National Center for Health Statistics indicate an increase in the

nation’s cancer death rate for the first seven months of last year. The increase was almost

five times higher than had been expected by officials at the Center. Instead of a 1%
annual increase in the cancer deaths per 100,000 — a rate that has prevailed for decades

— the rate has jumped to 5.2%. The figures are supported by data from the Metropolitan

Life Insurance Co., which show a 6% increase in the cancer death rate among its policy-

holders for the first six months of last year.

C=3C=i>
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Electro-

cardiogram

of the Month
ELUCIDATION

There is normal sinus rhythm. The P
waves are prominent and peaked in leads 2

and 3. Nonspecific sagging ST segments are

present. The amplitude of the QRS
complexes in the lateral precordial leads is

compatible with left ventricular
hypertrophy. The Q-T interval is prolonged.

The T waves are upright but are extremely

wide and tall.

Discussion

Certain electrocardiographic abnormal-

ities have been observed in patients with

central nervous system disease, in the

absence of demonstrable heart disease and
coexisting electrolyte disturbances.

Cerebral disorders include intracranial

hemorrhage, cerebrovascular accidents,

and tumors of the CNS. Changes have also

been noted postoperatively in patients

operated on for cerebral disorders.

It appears that cerebral disorders can

produce disturbances in depolarization and
repolarization of the myocardium, as well as

cardiac arrhythmias. The EKG changes

include the following: a) prominent and
peaked P waves; b) shortened P-R interval;

c) abnormal Q waves; d) prolongation,

depression or elevation of the ST segment; e)

extremely wide and prominent T waves,

either tall and upright or deeply inverted; f)

Q-T prolongation; and g) prominent U
waves. Disturbances of impulse conduction

are infrequently seen.

The specter of life-threatening cardiac

arrhythmias is potentially present. This has

led to the suggestion that these patients

should be treated in coronary care units

where special facilities are available for

continuous monitoring of the EKG and for

managing serious arrhythmias. Circulatory

arrest secondary to ventricular fibrillation

is not an infrequent cause of death.

What do the EKG abnormalities

represent? The exact relationship of the

cerebral insult to the EKG changes is not

entirely clear. It is probable that such

cerebral abnormalities must involve,

among other areas, the hypothalamic area,

either extrinsically or intrinsically.

Electrical stimulation of specialized areas

in the brains of experimental animals can

produce EKG patterns of the WPW
syndrome as well as AV dissociation. EKG
changes have also been noted shortly after

injection of paraffin oil into the carotid

artery of experimental animals. Other

studies have revealed different innervation

of the anterior and posterior halves of the

ventricles; the right stellate ganglion
supplying the anterior half; the left, the

posterior half. These suggest that EKG
abnormalities may be related to

inhomogeneity in refractory periods of the

ventricles brought about by unilateral

alteration in sympathetic tone.

Histologic changes in the myocardium
have been seen in a number of patients

dying from CNS disease, either with or

without EKG changes. These include

subendocardial hemorrhage, focal areas of

myocytolysis, and ultrastructural changes
in the myocardium. There is some evidence

to suggest that the development of such

lesions may also be mediated by alterations

in the autonomic nervous system. Other
investigators have found no such
myocardial lesions. Hence, the relationship

of the myocardial to the EKG changes
remains controversial.

Finally, EKG abnormalities also have

been noted in brain death (coma depasse).

These are probably determined by the dual

influence of the depressant effect of the

associated hypothermia and the stimulating

action of the sympathetic nervous system.
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Organization Section

The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

MINUTES
EXECUTIVE COMMITTEE

LOUISIANA STATE MEDICAL SOCIETY
New Orleans, Louisiana

December 11, 1975

President F. Michael Smith, Jr., M.D. called the

meeting to order at 9:00 a.m. on the above date in the

Conference Room of the LSMS domicile. Thomas Y.

Gladney, M.D., President-Elect, offered the invocation.

Roll Call

The recording secretary checked the roll of

members, which indicated that there was a quorum
present.

Officers Present

F. Michael Smith, Jr., M.D., President

Thomas Y. Gladney, M.D., President-Elect

Arthur G. Kleinschmidt, Jr., M.D., First Vice-

President

Broox C. Garrett, Jr., M.D., Second Vice-President

Frank P. Incaprera, M.D., Third Vice-President

Maurice E. St. Martin, M.D., Chairman, House of

Delegates

Eugene F. Worthen, M.D., Vice-Chairman, House of

Delegates

H. Ashton Thomas, M.D., Secretary-Treasurer

Lawrence D. Kavanagh, M.D., Councilor, First

District

John Tanner, M.D., Councilor, Second District

Elmo J. Laborde, M.D., Councilor, Third District

Sam L. Gill, M.D., Councilor, Fourth District

Stanley R. Mintz, M.D., Councilor, Fifth District

Conway S. Magee, M.D., Councilor, Seventh District

Absent

H. H. Hardy, Jr., M.D., Immediate Past President

C. Grenes Cole, M.D., Secretary-Treasurer Emeritus
Carlton L. Carpenter, M.D., Councilor, Sixth District

William D. Henderson, M.D., Councilor, Eighth

District

Others Present

Ralph H. Riggs, M.D., AMA Delegate

W. Charles Miller, M.D., AMA Delegate

J. A. Sabatier, M.D., Past President

James H. Stewart, M.D., Past President

James W. Vildibill, Jr., M.D., LAMPAC Chairman
Henry B. Alsobrook, Jr., Legal Counsel

Mrs. A. M. Alexander, Jr., Auxiliary President-elect

J. D. Martin, Jr., M.D., Chairman, LSMS Committee
on Chronic Diseases

William P. Bradburn, III, M.D., Chairman, LSMS
Committee on Insurance

Albert Rees, M.D., President, Lafayette Parish

Medical Society

Raoul Rodriguez, M.D., President, Jefferson Parish

Medical Society

Dennis Groome, M.D.. President, Orleans Parish

Medical Society

George Mowad, M.D., Louisiana Health & Human
Resources Administration

Louis Gibson, Louisiana Health & Human Resources

Administration

Gerald LaNasa, M.D., Member, LSMS Council on

Legislation

Michael G. Crow, Adams & Reese

Leon M. Langley, Jr., Director, Division of Socio-

Economics

Paul Perret, Associate Secretary-Treasurer

Dorothy Maher, Secretary to Councils on Health,

Education & Misc. Business

Karen Kehoe, Secretary to Executive Committee

Confirmation of Mail & Telephone Vote

There being no objections, the following were
confirmed:

(1) Approval of minutes of Executive Committee
meeting of August 14, 1975.

(2) Approval of request from St. Helena Health

Care Committee to the National Health Service Corps.

(3) Approval of recommendation of Committee on

Mental Health re replacing the psychiatric facility at

East Louisiana State Hospital in Jackson, Louisiana

with smaller units.

(4) Approval of minutes of Special Session of House
of Delegates of September 21, 1975, with corrections.

The corrections are as follows:

Page 3, paragraph 4, last sentence will now
read: “Continue employment of Attorney Jesse

D. McDonald on the same basis that he has been
employed (Special Counsel to LSMS for

implementation of HB 1465 and Technical

Adviser to the Ad Hoc Committee for

Implementation of HB 1465 and Related Bills).”

Page 11, paragraph 1, first sentence will now
read: “A subsidiary motion to the main motion
was then offered by Dr. Elmo Laborde that

consideration of this report be postponed

definitely to the next regular session of the

House of Delegates.”

(5) Approval of Henri Wolbrette as LSMS
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Lobbyist. It was noted that, with the employment of a

full-time LSMS lobbyist, a change in the Bylaws would

be required referable to the duties of the Council on

Legislation. This matter is to be referred to the

Committee on Charter, Constitution and Bylaws for the

preparation of appropriate amendments.

(6) Approval of active, dues-exempt, academic,

associate-, intern/resident, service and student

membership. There was some discussion of the

application for active membership by Dr. Ernest

Cherrie, Sr. Dr. Cherrie is 76 years of age, has been

licensed in Louisiana since 1928, and is just applying

for membership in the LSMS. At present, the LSMS
Bylaws do not stipulate how many years of active

membership is required before a physician can apply

for dues-exempt status. Upon motion made, seconded

and carried, the Executive Committee instructed the

Committee on Charter, Constitution and Bylaws to seek

proper modifications of the Bylaws to require a

physician to be a member of organized medicine for a

given number of years before he is eligible for dues-

exempt membership. It was strongly urged that the

number of years be five. Such a change in the Bylaws

should provide for physicians who have been members
of organized medicine in other states and who move to

Louisiana. The Executive Committee, upon vote,

approved active membership for Dr. Ernest Cherrie,

Sr. and instructed the Secretary-Treasurer to write a

letter to the applicant informing him that he is

welcome for membership in the LSMS, however, it is

required that he maintain a dues-paying status for five

years prior to applying for dues-exempt membership.

Special Order

At this point, the President introduced Louisiana

Health and Human Resources Administration

representatives George Mowad, M.D. and Mr. Louis

Gibson, who reported to the Executive Committee on

the current status ofPSRO in Louisiana and its relation

to the guidelines of Medicare and Medicaid. Mr. Gibson

informed the members that as of J uly, 1975, there were
134 active PSRO’s out of a possible 200 designated

areas. These include organizations in 46 of the states

and one each in Washington, D. C. and Puerto Rico.

Louisiana, Texas, Nebraska and Arizona are the only

four states which do not have such a structure. Mr.

Gibson further stated that where no PSRO exists, the

program fiscal intermediaries must comply with all

current utilization control regulations. Thus, the

LHHRA will continue to be responsible for the

utilization control requirements of Title V and Title

XIX until such time as a PSRO is developed to assume
this responsibility. At the conclusion of the LHHRA
informational presentation, Dr. F. Michael Smith
advised the members of the Executive Committee that

only 11 PSRO’s in the country are truly functional at

present. The remainder of the 134 organizations are

still in the planning stages.

Before the LHHRA representatives departed the

meeting, Dr. George Mowad indicated to the members
of the Executive Committee that there may be a

vacancy on the LHHRA Board in the near future. He
advised the Committee that Commissioner William
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Stewart, M.D. has expressed a desire to have a

member of the LSMS fill such vacancy in order to

insure better communication between the two
organizations. Dr. Mowad suggested that the

Executive Committee give consideration to the

submission of three or four names to Dr. Stewart in the

event such a vacancy becomes available.

Following the LHHRA presentation, the discussion

of PSRO and UR continued. Dr. Smith informed the

Executive Committee of recent action by the American
Medical Association that it is ethical for a physician to

either participate or not participate in utilization

control. Dr. Smith then referred the attention of the

members of the Executive Committee to a document
(Motion to Affirm; U.S. Supreme Court, October Term,
1975; AAPS, et al, appellants vs. F. David Mathews,
Secretary of Health, Education and Welfare) in which
the Department of HEW states its argument referable

to utilization review requirements: “Patients whose
medical care is provided by public funds have no

constitutional right to whatever care appellants, using

‘the highest standards of medical practice’ may ‘judge

necessary’ or to obtain that care ‘from a physician of

their choice’.” HEW further states that it can provide

for the standards of care and the identity of the

providers by prior review.

The President then asked for consideration of a

letter, which would be sent to the LSMS membership,
clearly stating the stand of the Society on PSRO.
Following a detailed discussion of the letter, a motion

was made, seconded and carried to send the letter, as

amended, to the LSMS membership over the

signatures of the Executive Committee, Et Al. It was
also suggested, that in order to insure that the members
read such a communication, that “Personal and
Confidential” be indicated on the mailing. There was no

objection to this and it was so ordered.

Another motion was made that an additional mailing
of this letter be made to the Chiefs of Staffs of Louisiana
hospitals in an attempt to encourage them to bring this

matter up for consideration at the next meeting of their

medical staff. This motion received a second, was voted

upon and carried. An appropriate cover letter will be

prepared by the Secretary-Treasurer to accompany
said communication.

There was considerable discussion of a poll mailed
out by two members of the Shreveport Medical Society

referable to participation in PSRO. It was the

consensus of opinion that a letter be written to the

President of the Shreveport Medical Society calling his

attention to the poll initiated by two members of that

society. The letter should point out that such action is in

conflict with the stated principles of the LSMS and
quote the resolved policy (Resolution #6, adopted by the

LSMS House of Delegates in Special Session in

Monroe on April 28, 1973).

Reports of Officers

President — Dr. Smith mentioned a series of letters

he was preparing. They include communications to

AMA Delegates and Presidents of State Medical
Associations referable to National Health Insurance, a

letter to the Chairman of the AMA Council on Medical

Service concerning catastrophic insurance coverage,

and a letter to the Executive Director of the Louisiana

Hospital Association referable to the implementation

of PSRO and UR.

Dr. Smith also discussed a communication to

William F. Buckley, Jr., Editor of National Review and

host of “Firing Line”. This letter will attempt to enlist

the aid of Mr. Buckley in finding a forum of expression

of our views on PSRO, UR, NHI, medical malpractice

insurance, etc. The Committee on Budget and Finance

approved an expenditure of $2,400 to cover the

expenses of a meeting with Mr. Buckley. Upon motion

made, seconded and carried, the Executive Committee
approved the action of the Committee on Budget and

Finance.

Secretary-Treasurer —- Dr. Thomas presented a

membership report indicating an increase in LSMS
membership of 189 and a decrease in AMA
membership of 79 compared to the same period last

year.

At this point, Dr. Thomas asked that the Executive

Committee assume the role of the Board of Directors of

the LSMS-ERF to consider the following matters.

Upon motion made, seconded and carried, the

LSMS-ERF Board approved replacing the water

tower on the ERF building with a new air-cooled

condenser. The approximate cost, including

installation, is $7,976.00 plus tax.

A motion was made, seconded and carried to change
the nameofthe LSMS-ERF Buildingtothe P.H. Jones,

M.D. Memorial Building of the LSMS-ERF.

The matter of rental fee paid by the LSMS to the

LSMS-ERF was discussed. After discussion, it was
moved, seconded and carried to increase the

appropriation for building rental from $5.00 per

member to $7.00 per member. It was noted that this

would require a change in the Bylaws referable to the

per capita amount apportioned to the LSMS-ERF
Domicile Fund. This will, therefore, be referred to the

Committee on Charter, Constitution and Bylaws for

appropriate amendment.

A change in the subscription rate for the Journal of

the LSMS from $4.00 to $7.00 per capita was approved

by motion made, seconded and carried. This also

requires a change in the Bylaws and is being referred

to the Committee on Charter, Constitution and Bylaws
for amendment.

Since the business of the LSMS-ERF Board of

Directors had been disposed of, the Executive

Committee meeting resumed. At this point, the

Secretary-Treasurer asked President Smith to excuse

himself from the meeting. Dr. Thomas then nominated
Drs. F. Michael Smith, Jr. and H. H. Hardy, Jr. as

recipients of the Distinguished Service Award. These

nominations were voted upon and unanimously

approved for submission to the House of Delegates.

Since the Bylaws state that “The President, President-

elect, and immediate Past President shall not be

eligible to receive this award during their regular

terms of office”, it was agreed that Dr. Hardy be

nominated for 1976, and Dr. Smith for 1977.
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Report of President, President-Elect, First Vice-

President, Third Vice-President and Immediate Past

President — Several sections of this report were

considered separately. The “Revised Administrative

Organizational Structure” chart was discussed. It was

the consensus of the members present that this chart be

redrafted for the next meeting of the Executive

Committee and that a brief descriptive explanation of

the chart be prepared. A unanimous recommendation

contained in the report, that the Executive Committee

approve an employment contract with the Associate

Secretary-Treasurer, was tabled. Referable to staff

merit raises. Dr. Riggs, a member of the Committee on

Budget and Finance, asked that the Budget and

Finance Committee be provided with recommen-

dations in this regard. Upon motion made, seconded

and carried, this report was filed for information.

Reports of District Councilors

Councilors’ Reports from the Second, Fifth, Sixth

and Eighth Districts were filed for the information of

the Executive Committee.

Report of Beard of Councilors

Dr. John Tanner reported that the only matter

considered by the Board was an instance where an

insurance company claimed that a physician was

overcharging. The Board felt that the physician’s fees

were well within the norm, and therefore, disposed of

the matter accordingly.

Reports of Committees

Committee on Areawide Planning — The following

recommendations were considered and acted upon as

indicated.

(1) “That the LSMS Executive Committee set up a

committee of the Society to educate the membership on

the serious ramifications of PL 93-641.” The members
of the Executive Committee felt that the Areawide

Planning Committee was the appropriate committee to

handle such an educational program, and therefore,

referred it back to the Committee for action with

Executive Committee authorization.

(2) “That the LSMS Executive Committee develop

an educational program for the members of the

Legislature on PL 93-641.” This recommendation was
also referred back to the Committee on Areawide
Planning for implementation.

(3) “That the LSMS encourage the AMA to enter

suit against the DHEW in reference to PL 93-641, and
if necessary, for the LSMS to also enter suit.” This

recommendation was considered moot and no action

was taken since the AMA has announced that it will file

suit to block the implementation of this law.

(4) “That the LSMS Executive Committee study

the regulations pursuant to PL 93-641 and prepare

comments to the Congressional Delegation and to the

Department of Health, Education and Welfare at the

appropriate time.” No action was taken on this

recommendation since such action has already been

undertaken by the LSMS.

It was pointed out by Dr. Joseph Sabatier that we
now have the opportunity to offer comment on two

points referable to Health Systems Agencies, i.e.
,
the

Board Structure and the Work Plan for the Board. Dr.

Sabatier stressed the need for urgency in formulating

comment, as the deadline for comment is fast

approaching. In an effort to prepare and transmit our

comments prior to the deadline. Dr. Smith appointed a

three-man subcommittee (Drs. Thomas, Stewart and

Sabatier) to prepare an official statement for the

Executive Committee to be sent to the presidents of

every component medical society which they may use

as a pilot model for their own criticisms. There was no

objection to this, and it was so ordered.

It was the general opinion of the members present

that an official policy statement should be formulated

referable to all the deleterious aspects of PL 93-641, not

just comment on the Board Structure and the Work
Plan of the Board. The President reminded the

members of the Executive Committee that the

Committee on Areawide Planning has studied this law

in detail. At this point. Dr. Smith read the names of the

members of the Areawide Planning Committee. A
motion was then made, seconded and carried to have

the Committee on Areawide Planning author a policy

statement, to be submitted in the name of the Executive

Committee, expressing the Society’s objections and the

reasons for these objections. This statement is to be sent

to the Louisiana Congressional Delegation and to any

other persons deemed appropriate by Dr. Joseph

Sabatier.

Several members of the Executive Committee felt

that there was a more urgent need for guidance

referable to individual participation in the

development of HSA's (Health Systems Agencies). Dr.

Conway Magee offered the following motion : That it be

restated that the policy of the LSMS and its component

societies be to take no official participation in the

development of HSA's; but individual members are

urged to voluntarily participate as observers and/or

fact dispensers, provided it is made clear they are

acting on their own and not as agents for organized

medicine: and individual members who wish to more
intimately participate may do so, providing it is made
clear they are acting on their own and not as agents for

organized medicine. This motion received a second,

was voted upon and defeated.

A motion was then made, seconded and carried to

have the President appoint three men to excuse

themselves from the meeting in order the formulate

some statement of policy in this regard for

consideration by the full Executive Committee. Dr.

Smith asked Drs. James Stewart, Stanley Mintz and
Dennis Groome to serve in this capacity.

Special Order

At this point, the floor was turned over to Michael G.

Crow of the firm of Adams and Reese. Mr. Crow
commented on some of the highlights of the past session
of the Legislature. Since Mr. Crow had resigned his

position as Legislative Consultant, he took this

opportunity to express his appreciation for the

privilege of serving the LSMS in the past. He also

stated that he would be more than willing to offer any
assistance in the future.
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LAMPAC Report

Dr. James W. Vildibill, Jr., LAMPAC Chairman,

presented a membership report, which indicated a

total 1975 membership of 604 (including 16 sustaining

members). The 1976 membership to date is 134 (in-

cluding 1 sustaining member). The LAMPAC Report

was filed for the information of the Executive

Committee.

Woman's Auxiliary Report

Mrs. A. M. Alexander, Jr., Auxiliary President-

Elect, reported on the activities of the Woman’s
Auxiliary, which included an AMA sponsored

Leadership Conference and several “mini-conferences”

held within the State of Louisiana. The Auxiliary

Report was filed for the information of the Executive

Committee.
Reports of Committees

Committee on Insurance — The recommendations

contained in the Insurance Committee Report were

presented by William P. Bradburn, III, M.D.,

Chairman, and were acted upon as indicated.

(1) “That the LSMS Executive Committee adopt

the proposal to require all insureds in the LSMS Group
Major Medical Program to increase their limits to the

$45,000 maximum, thereby eliminating the necessity

for a twelve percent rate increase.” Recommendation
#1 was adopted.

(2) “That Johnson & Higgins be authorized to

develop a trust fund with assistance from the LSMS
legal counsel.” Recommendation #2 was adopted.

(3) “That the Executive Committee take under

consideration a system of quarterly billing or semi-

annual billing for Professional Liability Insurance

premiums, in lieu of the present annual system." The
method of billing was discussed at length, and it was

stated that the method of billing must be uniform for all

insureds in the LSMS program. It was further noted

that with the annual method of billing, insureds would

not be subject to mid-year rate increases. Following the

discussion, a motion was made, seconded and carried to

retain the present annual system of billing. Mr. Leon

Langley was instructed to communicate the Executive

Committee’s reasons for this action to the membership
via CAPSULES.

(4) “That the members of the LSMS Professional

Liability Insurance Program be polled as to their

preference in the matter of billing.” No action was

taken on this recommendation since the poll had

already been conducted.

(5) “That the Errors and Omissions Policy for the

LSMS, with a $5,000 deductible and a premium cost of

$150.00 annually, be accepted.” Recommendation #5

was adopted.

(6) “That the LSMSnotconsiderthedevelopmentof

a captive insurance company at the present time.”

Recommendation #6 was adopted.

(7) “That the LSMS reluctantly acquiesce to the

75% rate increase proposed by the Hartford Insurance

Company, subsequent to the results of the poll of

program members.” Recommendation #7 was adopted.

(8) “That the LSMS staff prepare an insert for a

future mailing explaining the relationship between

increased malpractice premiums and the need for

corresponding increases in physicians’ fees.”

Recommendation #8 was defeated.

Special Order

At this point, Drs. Stewart, Mintz and Groome

returned to the meeting and presented the following

two proposed policy statements:

Version A

(1) The LSMS and its component societies will have

no part in the implementation of PL 93-641.

(2) The Executive Committee strongly urges that

physicians participate as active observers and/or

dispensers of information in the formation of HSA’s
until the next meeting of the Executive Committee.

Version B

(1) The LSMS and its component societies will have

no part in the implementation of PL 93-641.

(2) The Executive Committee of the LSMS thanks

the men who have graciously given of their time to Area

Health Councils in previous years to promote the best

health interests of the people of Louisiana. However, as

the Area Councils are phased out and government

controlled HSA’s replace them, the LSMS
recommends that all such participating physicians

resign from responsibilities which would involve them

in the formation of HSA’s.

A motion was offered to adopt Version B. This motion

received a second, was voted upon and carried. Dr.

Conway Magee requested that he be recorded as being

opposed. Since Version B was adopted, no action was

taken on Version A.

Reports of Committees (cont’d)

Committee on Chronic Diseases — Joseph D. Martin,

Jr., M.D., Chairman, presented the Committee report.

Dr. Martin informed the Executive Committee that his

Committee had communicated with DHEW Secretary

Mathews and expressed its concern over the rigidity of

the proposed rules for End-Stage Renal Disease

(Conditions for Coverage). Upon motion made,
seconded and carried, the Executive Committee
approved the action of the Committee on Chronic

Diseases.

Dr. Martin then discussed the possibility of forming
a Medical Advisory Committee from the LSMS to the

LHHRA. Some members of the Executive Committee

NOTICE
MEDICAL ARTS GROUP
401 South Ryan Street

Lake Charles, LA 70601 318-433-1048

New Multi-Specialty Clinic being formed: recruiting

1 Internal Medicine
2, Cardiology
3. Family Practice

4 Urology
5. Orthopedics

•

Call collect or write:

Robert C. Looney, M.D.
Medical Director

or

Ronald J. Newman
Business Manager
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questioned whether appointing such an Advisory

Committee would be in conflict with the previous

action taken referable to participation in the formation

of HSA’s. A motion was made and seconded to

reconsider the matter of participation in HSA's;

however, upon vote, this motion was defeated. After

further discussion, Dr. Martin stated that he would

speak with Commissioner Stewart and ask him to write

a letter to the LSMS, explaining the actual involvement

and duties of the Medical Advisory Committee.

Ad Hoc Committee for Implementation of HB H65
(Act 817) and Related Legislation — This Ad Hoc
Committee report was filed for the information of the

Executive Committee.

Committee on LSMFP and Health Insurance — The
recommendations contained in the report were filed for

information as follows: (1) That LSMFP forms not be

sold to insurance companies; and (2) That the LSMFP
form be considered as our own and not as the standard

form for use by all insurance companies for health

insurance claims in the State of Louisiana.

Committee on Public Relations — James H. Stewart,

M.D., Chairman, presented the Public Relations

report. He stated that the Budget and Finance

Committee had already approved Recommendation #1,

that the Executive Committee give approval for the

AMA Speakers Training Program to be brought to

Louisiana. Upon motion made, seconded and carried,

the Executive Committee adopted Recommendation
#1. Dr. Stewart asked that the Executive Committee

defer action on Recommendation #2, to which the

members agreed. Dr. Stewart further informed the

Executive Committee of his efforts toward
computerizing LSMS membership records. It was
noted by Dr. Smith that thus far all efforts by Dr.

Stewart in this direction have been at his own personal

expense. A motion was then made, seconded and

carried to approved appropriating $2,000 for Dr.

James Stewart, with drawing rights on an additional

$3,000 at a later date.

Committee on Public Health and Environmental

Health — The recommendations contained in this

Committee report were acted upon as indicated.

(1) “That the Executive Committee consider

financing Dr. Barios deLeon’s Stay on Water and Its

Relation to Cancer , in the amount of $5,000 to $ 10,000 as

a Research Project.” Action on Recommendation #1

was deferred pending receipt of explanatory maps.

(2) “That the Louisiana State Medical Society

establish a Committee to work out plans as to the best

approach for the Society to establish a state-wide tumor
registry, which will be financed and maintained in the

Office of the Society.” Recommendation #2 was
defeated.

(3) “That the LSMS Sub-Committee on
Environmental Health or a Committee designated by
the Executive Committee be directed to study and
develop a Policy Statement for the Society on Toxic
Substances and to report back to the Society.”

Recommendatin #3 was approved.

(4) “That the LSMS install a WATS line or toll

free line for the doctors to call in for information

free of charge.” Recommendation #4 was approved.

(5)

“That the President of the LSMS appoint an Ad
Hoc Committee with the charge of proposing

legislation which would establish a Policy Board in

LHHRA to assure the continuing validity and

appropriateness of plans and activities in such

divisions as Public Health and Welfare, etc. That

medical professional members of the Policy board be

appointed from a list approved by the LSMS. That the

Executive Committee make the decision as to whether

the Society should take on the legislation, if proposed by

the Ad Hoc Committee.” Recommendation #5 was

referred to the Council on Legislation.

Committee on Hall of Fame — The Executive

Committee approved the recommended nominees for

the Hall of Fame as follows: Drs. Henson S. Coon, O. B.

Owens, Ralph Riggs, Ambrose Storck and P. T. Talbot.

These names will be recommended to the House of

Delegates for final approval.

Special Order

At this point, President Smith informed the members
of the Executive Committee that he had received a

letter from Terence Beven, M.D. in which Dr. Beven

resigned as Chairman of the LSMS Council on

Legislation. The Secretary-Treasurer was instructed

to write a letter to Dr. Beven, congratulating him on the

fine service he rendered in the past. Dr. Stanley Mintz
then nominated Robert L. diBenedetto, M.D. to replace

Dr. Beven as the Chairman of the Council on

Legislation. This was seconded, voted upon and

carried.

Report of Council on Legislation

The written report of the Council on Legislation was
filed for information.

Report of AMA Delegates

Dr. Ralph H. Riggs reported on the recently past

meeting of the AMA House of Delegates in Hawaii.

Particular note was made of the Report of Reference

Committee B, which was adopted by the AMA House of

Delegates. The Louisiana Delegation submitted three

recommendations on National Health Insurance which

were contained in that Report. They are as follows: (1)

That a special task force (AMA Council on Medical
Service) meet with representatives of the insurance

industry to formulate private catastrophic insurance

plans, with optional front end deductibles that allow

an inexpensive means of providing unlimited

catastrophic medical cost coverage to all citizens, prior

medical status notwithstanding; (2) That AMA
encourage the private insurance sector to widely

advertise the availability, protection and low cost

offered by such plans: and (3) The Department of

HEW, which utilizes TV spots and the printed media
frequently for health related messages, be encouraged
to extensively advise the public of the availability,

protection and low cost catastrophic coverage available

from private carriers. The AMA Delegates’ report was
received for information.

Report of Legal Counsel

Mr. Henry B. Alsobrook, Jr. advised the Executive
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Committee that the LSMS should not consider

contributing money to PALS (Physicians Association

for Legislature Support), unless PALS institutes a

separate foundation similar to the LSMS-ERF. Such a

contribution by the LSMS would jeopardize its tax-

exempt status.

Mr. Alsobrook also stated that the model “Informed

Consent Form” had been completed and is available

upon request from the LSMS headquarters office.

Mr. Alsobrook further informed the Committee that

work on the model set of bylaws for component medical

societies was nearing completion.

Some members of the Executive Committee
questioned Legal Counsel about possibly filing suit

referable to Option iii of the Utilization Review

regulations. Legal Counsel informed the Committee

that it would be necessary for a medical staff or a

hospital to challenge the UR regulations before the

LSMS could file suit against DHEW. It was the

consensus of opinion that the LSMS do nothing at the

present time in this regard.

Mr. Alsobrook also advised the Executive Committee
that a model set of bylaws for hospital medical staffs

was being completed by his office and would be ready

approximately February 1, 1976. Further, Mr.

Alsobrook stated that he intended to donate said model

bylaws to the LSMS for distribution to its members.
When this model is available, the LSMS membership
will be so informed by means of CAPSULES.

At this point, a member of the Executive Committee

asked for an opinion on whether a hospital had to do
N Retrospective Audit Review as a requirement by the

Joint Commission on Accreditation of Hospitals. Legal

Counsel stated that since the records of such an audit

review could be subject to subpoena, it was his opinion

that conducting Retrospective Audit Review was a

hazardous venture for a medical staff.

Mr. Alsobrook was asked about the progress of the

“Model Disabled Physician Act,” which had been

referred to Legal Counsel. Mr. Alsobrook advised that

an appropriate provision was contained in the new
“Medical Practice Act.”

There being no objection, the Report of Legal Counsel

was filed for information.

Unfinished Business

The Report of the Ad Hoc Committee to Form Policy

of LSMS on Hospital-Based Primary Care Groups was
considered at this time. Upon motion made, seconded

and carried, the recommendation contained therein

was approved as follows:

The Executive Committee of the LSMS goes on

record as being opposed to the concept of the practice

of medicine by hospitals in any manner, and

specifically that it opposes hospital participation in

hospital-affiliated group practice of medicine with

salaried physicians, such as being sponsored by the

Robert Wood Johnson Foundation.

Since the Ad Hoc Committee had complete its

assigned duty, it was discharged by the President.

A related communication from the Orleans Parish

Across the
street,

but
worlds away.

The Pontchartrain Hotel

appreciates the continuing

friendship and patronage of

members of the Louisiana State

Medical Society. We've catered

to our distinguished guests

"from across the street” for a

good many years now. . . and

we wish to continue in years

to come.

Our management and staff

are anxious to accommodate
your out-of-town guests and to

provide facilities for your small

meetings, luncheons and
dinners.

At The Pontchartrain, we
believe that you and your col-

leagues deserve to be pampered.

For reservations, call 524-0581

The Pontchartrain
Hotel

“Where dining in the Caribbean Room
is only one of your pleasures ”

2031 ST. CHARLES AVENUE,
NEW ORLEANS, LOUISIANA 70140

E. LYSLE ASCHAFFENBURG, Chairman of the Board

ALBERT ASCHAFFENBURG, President

JEFFREY SCHAEFER, General Manager

Member, Preferred Hotels Association.
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What should a girl, unwed and in need

of help do, when she finds herself

pregnant?

If you will refer her to us— the

Volunteers of America—we will make
certain that she is well cared for and

her baby is given the opportunity for a

healthy, happy life. Our services include

full pre-natal, delivery and post-natal

care in modern, attractive surround-

ings— counseling by trained and com-

passionate professionals and placement

of the infant through adoption, if

desired.

For a confidential discussion, phone

Mrs. O'Brien of the Volunteers of

America in New Orleans (504) 891-7713.

V. J

Medical Society, which was supportive of the Ad Hoc

Committee’s recommendation, was filed for

information.
The Executive Committee then considered a

communication from the Louisiana Pathology Society

referable to a proposed contract by the LHHRA
relative to the performance of cervical microscopic

cytology “Pap” smear examinations. The Executive

Committee concurred with the recommendations of the

Louisiana Pathology Society in that: (a) Cytologic

smear examinations performed for the State of

Louisiana should stay within the state, and be

performed by laboratories located within Louisiana:

and (b) the laboratories performing the examination

should be competent laboratories supervised by

qualified pathologists, or pathologists-gynecologists,

and should not be determined by bid alone. The
Secretary-Treasurer was instructed to write a letter to

George L. Leonard, M.D., President of the Louisiana

Pathology Society, informing him that the LSMS
Executive Committee approved of the their position.

New Business

Acting as the Board of Directors of the LSMS-ERF,
the Board approved funding two AMA-sponsored
workshops: one for new physicians planning to enter

private practice, and the other for physicians already

in practice on financial problems.

A request from the AMA for the devisal of plans to

meet community needs with respect to thyroid cancer

possibly induced by earlier radiation therapy was
referred to the Committee on Cancer.

A request for membership in the American Medical

Student Association (AMSA) was filed for information.

A request for publication in the Journal of an AAPS
ad was approved.

A resolution from the American Society of

Anesthesiologists, calling for continued support and
endorsement of the Medical Liability Commission, was
approved by the Executive Committee.

Information

The following items were filed for the information of

the Executive Committee:

(1) Notification of application for federal assistance

by the Crescent City Health Maintenance
Organization, Inc.

(2) A letter of appreciation from the LSU School of

Medicine in Shreveport.

(3) Correspondence from Roy H. Barnes, M.D. re

third party intervention.

New Business Cont’d.

Dr. Elmo Laborde called the attention of the
Executive Committee to a situation in Abbeville where
a Police Juror was interfering in the operation of a
hospital by attempting to control jobs at the hospital.

Several physicians in Abbeville spoke out against such
interference. Dr. Laborde requested that these

physicians be commended for their actions. There
being no objection, this was so ordered.

Adjournment

There being no further business, the meeting was

adjourned.
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CALENDAR
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month Lake Charles

Calcasieu Fourth Tuesday of every month Baton Rouge

East Baton Rouge Second Tuesday of every month

Jackson-Lincoln-Union i hird Tuesday of every month
except summer months

Jefferson Third Thursday of every month

Lafayette Second Tuesday of every month Lafayette

Lafourche Last Tuesday of every other month

Morehouse Third Tuesday of every month Bastrop

Natchitoches Second Tuesday of every month
Orleans Second Tuesday of every month New Orleans

Ouachita First Thursday of every month Monroe
Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month
Tangipahoa Second and fourth Thursdays of

every month Independence

Terrebonne Third Monday of every month
Second District Third Thursday of every month
Shreveport Quarterly— First Tuesday Feb., April, Sept., Nov. Shreveport

Vernon First Thursday of every month

OCHSNER CLINIC NAMES ASSOCIATE
MEDICAL DIRECTOR

Dr. J. Byron Gathright, Jr., has been named
Associate Medical Director of the Ochsner Clinic.

The 42-year-old surgeon has served as assistant

medical director of the New Orleans institution since

May, 1974. He joined the staff of the Ochsner Medical

Institutions in 1969, after a six year period in private

practice. Dr. Gathright is a specialist in colon and

rectal surgery.

A native of Oxford, Mississippi, Dr. Gathright

graduated from the University of Mississippi in 1955,

and completed his medical studies at Northwestern

University Chicago, in 1957. He was an intern at

Charity Hospital of Louisiana, New Orleans, in 1957

and 1958, and served a residency there under the

Tulane University Surgical Service from 1958 to 1962.

Dr. Gathright is married and has four children. He is

an associate professor of clinical surgery at Tulane

University, and is a member of many professional

organizations.

MEDICAL SOCIETY AIDS IN ESTABLISHING
EMERGENCY HELICOPTER SERVICES

The United States Army in cooperation with law

enforcement officials has begun operation of a

helicopter ambulance service out of Ft. Polk at

Leesville, Louisiana. Governor Edwards and Major

General Robert Haldane recently announced the

inauguration of these services. The program will

provide military helicopters, personnel and equipment

to respond to serious life-threatening emergencies

within a 100 nautical mile radius of the military

installation.

The service is called MAST (Military Assistance to

Safety and Traffic). The plan for the service was

developed by Dr. William H. Stewart, Commissioner,

Louisiana Health and Human Resources
Administration, through the Office of Emergency
Medical Services in Baton Rouge. The project has been

named Sabine. Dr. Cedric Lowery, Alexandria, served

on the MAST committee and assisted in developing the

operating procedures and guidelines for designation of

the major receiving hospitals. Dr. Joseph Pellecchia,

LSU Medical School, Baton Rouge, served as

chairman of the bi-state committee that developed the

application and the overall plan.

The MAST area includes Shreveport and Monroe to

the north and Baton Rouge to the east. The MAST
circle extends into East Texas and includes the

Beaumont region. There are more than 2,000,000

people in the MAST area. The program is intended to

supplement existing emergency medical
transportation systems and not designed to compete or

replace any services.

There are twenty-two other MAST sites throughout

the United States, providing these services at no cost to

the community. Much of the work at these sites

includes evacuation of accident victims from remote

areas to medical facilities, inter-hospital transfers and

the movement of supplies including blood and human
organs.

Only physicians, state police officials and hospital

administrators in the two-state area are permitted to

request MAST services in the event of a serious medical

emergency. Such an emergency is one in which the

patient’s condition requires that he be air transported

to a medical center in order to prevent death or

worsening of his condition, when local transport
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services are not available. Request for MAST services

can only be made through this hotline number — (318)

578-4797.

There are approximately 100 general hospitals in the

MAST area with a total of 10,000 beds. Almost three

fourths of these are in Louisiana. Most of the large

hospitals, particularly those with highly specialized

emergency department services, are located in the

larger cities which are on the fringe of the MAST area.

Major receiving hospitals have been designated in each

of the larger cities.

Six Huey helicopters (UHIH) have been assigned to

the program. Each can carry three litter and four

ambulatory patients and a highly trained and

responsive crew with an array of medical supplies and

equipment. Major Gerald D. Poe is Commander of the

36th Medical Detachment and is responsible for the

operations of the program.

For additional information about the MAST
program, contact Jack Edwards at the Bureau of

Emergency Medical Services in Baton Rouge.

ADVERTISING DETRIMENTAL TO QUALITY
MEDICAL CARE

Quality medical care cannot be mass-marketed at

discount prices, declares W. R. Barclay, MD, editor of

the Journal of the American Medical Association, in an

editorial in the Feb. 16 issue.

Dr. Barclay’s editorial vigorously attacks an action of

the Federal Trade Commission (FTC) in seekingtoend

the physician’s traditional stand against solicitation of

patients by advertising.

“The FTC contends that Madison Avenue
hucksterism is the appropriate mechanism for

establishng a patient-doctor relationship. The
American Medical Association holds that medical need

and professional competence should establish this

relationship,” Dr. Barclay writes.

The medical code of ethics that frowns on advertising

by physicians evolved simply because these rules, or

principles, were right in the very nature of things, he
says.

“The competent physician does not advertise skill; it

is self evident. The compassionate physician does not

advertise compassion but practices it. Physicians bring

compassion, skill and knowledge to their patients, and
these are not commodities to be advertised in the

newspaper or through television.

“The ethical physician will give needed care

irrespective of the fee to be received. The services a

physician provides are highly individualized and so

should be the compensation for those services.”

The AMA will dispute the FTCs authority to impose
an abhorrent standard on the medical profession, but
ultimately, physicians must conduct themselves
according to their own perception of what is a decent

standard of behavior.

“Undoubtedly, most physicians will continue to

consult with and respect those colleagues who adhere to

the traditional code of medical ethics and will shun
those who, with the blessings of the FTC, pander in the

market place.”

ACS FOURTH ANNUAL SPRING MEETING
APRIL 26-29, 1976

The fourth annual Spring Meeting of the American

College of Surgeons will be held April 26-29, 1976, at

the Sheraton-Boston Hotel and the Statler Hilton Hotel

in Boston, Massachusetts.

The main purpose of the meeting will be

postgraduate education for general surgeons and

surgical specialists, with special emphasis on eight

formal postgraduate courses. The College’s annual

Spring Meeting is designed to supplement and

complement the continuing education programs

offered at its annual Clinical Congress.

In addition to the postgraduate courses, there will be

a number of general lectures, panel discussions, and

symposia covering such topics as disseminated breast

cancer, the federal government and the surgical

profession, biliary tract surgery, and peripheral

vascular disease. There will also be audiovisual

presentations.

Fellows of the College whose dues are paid for 1975,

members of the ACS Candidate Group, and surgical

residents and interns may register free of charge. The
fee for Fellows whose 1975 dues have not been paid, for

applicants for Fellowship and for guest physicians is

$55. Non-Fellows in federal service (fulltime) or those

residing outside the United States or Canada may
register for $30.

Registered nurses and medical students may attend

the general sessions free of charge, but are not eligible

to register for postgraduate courses.

The fee for each of the eight postgraduate courses is

$50, regardless of the status of the person who registers

for the course. This fee includes a manual. Registration

for the meeting is a prerequisite for registering for a

postgraduate course. Surgical residents and surgical

interns may register for postgraduate courses.

Fellows of the College will receive official

registration and hotel forms in early December. Non-

Fellows may write to S. Frank Arado, American
College of Surgeons, 55 E. Erie Street, Chicago,

Illinois, 60611.

COURSE IN LARYNGOLOGY AND
BRONCHOESOPHAGOLOGY

The Department of Otolaryngology, Abraham
Lincoln School of Medicine, University of Illinois and
the Eye and Ear Infirmary of the University of Illinois

Hospital, will conduct a continuing education course in

Laryngology and Bronchoesophagology, April 5
through 10, 1976, The course is limited to twenty
physicians and will be under the direction of Paul H.
Holinger, MD. It will be held largely at the Eye and
Ear Infirmary, 1855 West Taylor Street, Chicago, and
will include visits to a number of other Chicago
hospitals. Instruction will be provided by means of
animal demonstrations and practice in bronchoscopy
and esophagoscopy, idagnostic and srugical clinics, as
well as didactic lectures.

Interested physicians will please write directly to the

Department of Otolaryngology, Eye and Ear
Infirmary, 1855 West Taylor Street, Chicago, Illinois

60612.
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NEWS STORY: THORACIC SOCIETY CHIEF

OPPOSED TO MEDICAL ADVERTISING

The Federal Trade Commission’s attempt to lift the

self-imposed ban on advertising by physician members

of the American Medical Association has met with the

disapproval of W. Findley Raymond, Administrator

for the American Thoracic Society of Louisiana, a

specialty medical society. Raymond stated in a release

to the news media recently that “for the most part,

physicians are overworked as it is. Their average

income is far lower than most people think, and their

life expectancy is at least ten years less than the

average professional due to their exposure to disease as

well as the demands of their profession.

“Allowing competitive advertising to exist for the

profession will open Pandora’s Box whereby marginal

and full-blown huckster types within the profession

will seek to attract patients with claims for miraculous

cancer and other cures. The present situation allows for

inept physicians to be boycotted by patients as the word

gets out as to their failings. Advertising would allow

them to compensate for such, and the public would

suffer.

“The government should view with commendation

self-imposed regulation and standards by the

professions and, whenever possible, should desist from

tampering with logical, rational self-regulation such as

the AMA’s ban on medical advertising.”

The public health leader went on to say that:

“It is my personal opinion that, for the most part,

physicans’ fees have not kept pace with inflation nor the

greatly increased costs of malpractice insurance,

equipment and maintenance, office rents, and

supportive staff salaries. Only a few specialties can

charge exceptional fees and, for the most part, the

specialists in those situations are highly-trained,

highly-experienced professionals in fields that are

begging for more people to enter them. In these

situations, the notion of competition is evident and that

would seem consistent with the FTC’s intent.

“Good physicians need not solicit business. There are

more patients than there are physicians to care for

them. If every citizen sought an annual physical check-

up — which I believe is a wise thing for the individual to

have — it would literally take years for physicians

doing nothing else to catch up with such a demand. It is

more physicians we need; not advertising of existing

physicians’ practices.”

AMA TO ESTABLISH COMMITTEE ON ETHICS

A National Advisory Committee on Ethics will be

set up by the American Medical Association in an

effort to focus attention on the moral and ethical

challenges facing American institutions.

The AMA will help launch and finance the

independently functioning committee, to be headed by

Fred T. Allen, chairman of the Pitney Bowes Corp.,

Stamford, Conn.

“Our purpose,” said Allen in a February issue of

American Medical News, the AMA’s weekly

newspaper for doctors, “is to call attention to the

importance of the ethical underpinnings of business,

law, medicine, journalism, education — in fact, our

whole society. Without a pervasive pattern of

individual honesty a free society cannot function.

“We are in an early development stage, just starting

to approach people to participate. When we have

formed a broadly representative group, then I think we
can talk more specifically about our objectives and the

means to attain them.”

AMA President Max H. Parrott, MD, and Raymond
T. Holden, MD, chairman of the AMA Board of

Trustees, said, “The AMA is initiating a National

Advisory Committee on Ethics as a public service. The
committee, its deliberations and its future

recommendations will be independent of us.

“Physicians certainly do not claim any exclusivity on

ethical behavior or conduct. But medical codes of ethics

go far back in history; they play an integral role in

medical training and medical practice; and we
therefore think it appropriate that physicians initiate a

project of this sort.”

PHYSICIAN NAMED TO AAFP STAFF
Dr. Daniel Ostergaard has been named Assistant

Director of the Division of Education of the American
Academy of Family Physicians, Kansas City-based

national association of family doctors. The
announcement was made by Roger Tusken, executive

director of the 37,000-member medical group.

According to Tusken, Dr. Ostergaard will work
closely with the Academy’s Committee on Resident and
Student Affairs and also with medical schools in

setting up undergraduate and graduate programs in

family practice.

He joins the Academy after service with the U. S.

Public Health Service as general medical officer of the

Shiprock Indian Hospital in New Mexico. He is

currently a member of the Board of Directors of the

American Medical Student Association and serves as

the Board’s vice president and treasurer.

Dr. Ostergaard is a native of Fergus Falls, Minn. He
received his undergraduate degree from the

University of North Dakota in 1969, and his medical

degree from the University of Texas Southwestern

School of Medicine in 1973.

NEWS OF INTEREST FROM
JoELLEN SMITH MEMORIAL HOSPITAL

JoEllen Smith Memorial Hospital Auxiliary will

hold its monthly meetings on the third Monday of each

month at 7:30 p.m. in the Louisiana Power and Light

Building, 1001 Virgil Street, Gretna. All members are

invited to attend. Anyone interested in joining the

Auxiliary is also invited to attend.

The Fund Raising Committee of the Hospital

Auxiliary plans a garage sale. Any and all items will be

accepted. Arrangements can be made to pick up larger

items. The date and location of the sale have not been

finalized; but a storage area is avilable, so bring all

your “white elephants” to us now. Carolee Wagner,
Auxiliary President, will be at the hospital every

morning to accept' your items. For more information

call the Volunteer Desk at the hospital.
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ABFP NAMES NEW OFFICERS, DIRECTORS
The American Board of Family Practice has named

new officers and directors. The Board is the certifying

body in the medical specialty of family practice.

Elected at the January annual meeting: President,

George Burket, Jr., MD (re-elected), Kansas City, Kan.;

Vice president, J. Jerome Wildgen, MD, Kalispell,

Mont.; Secretary, Nicholas J. Pisacano, MD, Lexington

Ky. (re-named); Treasurer, E. Chester Bone, MD,
Jacksonville, 111.; Directors, Rafael C. Sanchez, MD,
New Orleans, La. (from the American Academy of

Family Physicians); B. Lewis Barnett, MD,
Charleston, S. C. (from AMA Section on

Family/General Practice); and Donald Dunphy, MD,
Chapel Hill, N. C. (from the American Board of

Pediatrics).

Officers will serve 1-year terms. The new directors,

who will serve 5-year terms, join 12 others on the 15-

person Board who were not up for re-election.

James L. Grobe, MD, of Phoenix, Ariz., a Board

member representing the ABFP, was elected to the

ABFP’s Executive Committee. The Executive
Committee is composed of the ABFP president, vice-

president and one other Board member elected

annually by the Board.

Because family practice embraces other disciplines,

its certifying board is unique in that five of its members •

represent these other related specialty boards: Internal

Medicine, Surgery, Pediatrics, Obstetrics and
Gynecology, and Psychiatry and Neurology.

AAP KICKS OFF 1975-75 PEDIATRIC
JOURNALISM CONTEST

The American Academy of Pediatrics has just

initiated its first journalism contest for articles written
on the subject of pediatrics from July 1, 1975 through
June 30, 1976.

The awards program was established to recognize

journalism that contributes to a greater public

understanding of child health, disease and treatment,

pediatric research, and the role of the pediatrician as

the primary child health care specialist.

An award of $1,000 will be made for the best

newspaper article and an award of $1,000 for the best

magazine article. Awards will be presented to the

winners at the annual session of the AAP in October

1976, in Chicago. Air fare and travel expenses will be

provided for the winners. Deadline for submission of

entries is August 31, 1976.

AMERICAN BOARD OF FAMILY PRACTICE
ANNOUNCES CERTIFICATION EXAMINATION

THE AMERICAN BOARD OF FAMILY
PRACTICE ANNOUNCES THE NEXT
CERTIFICATION EXAMINATION WILL BE
GIVEN OCTOBER 30-31, 1976.

The two day written examination will be held in seven

cities geographically distributed throughout the

United States. Information regarding the examination

may be obtained by writing:

Nicholas J. Pisacano, MD, Executive Director &
Secretary

AMERICAN BOARD OF FAMILY
PRACTICE, INC.

University of Kentucky Medical Center

Lexington, Kentucky 40506

Please note: It is necessary for each physician

desiring to take the examination to file a completed
application with the Board office. DEADLINE FOR
RECEIPT OF APPLICATIONS IN THIS OFFICE
IS JUNE 15, 1976.
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Medical Necessity

• This paper is dedicated with appreciation to F. Michael

Smith, Jr., MD. Dr. Smith’s awareness of the rapidly changing

scene, of historical trends and movements — clinical,

scientific, social, economic, political, ideological — his deep
background and preparation for years in all these, along with

his clinical prowess and wholesome dedication to those whom
it is our business primarily to serve — our patients — have

helped make him a superb guide, friend, and critic in the

writing of a paper such as this one. Without him it might well

not have been written at all, and certainly would have been

of lesser scope and purview. If it accomplishes something,

thanks for this are largely due to Dr. Smith. Shortcomings,
of course, must remain the responsibility of the author.

“M
IVLedically necessary” and similar

expressions occur in the Medicare Statute 1
,

particularly in Sec. 1861(k) entitled

“Utilization Review,” which contains

language mandating a review plan in a

hospital to determine the “medical
necessity” of service rendered in the

hospital. The so-called PSRO Amendment2

contains further such language.

Medical necessity indeed exists. But
physicians usually do things because they

are “clinically indicated” or “medically

prudent” rather than because they are

“medically necessary”. Furthermore,
medical necessity often eludes definition.

Hence, it often cannot in fact be justly

adjudicated.

The present paper explores the use and
misuse of “medical necessity”.

Some think that if it isn’t “medically

necessary,” it is “unnecessary” and therefore

fraudulent or incompetent until proved
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otherwise. Whence the Comptroller General

of the United States can submit to the

Congress a report entitled More Needs to be

Done to Assure That Physicians’ Services —
Paid for by Medicare and Medicaid — Are
Necessary3

. He can write such a report

because the above-mentioned statutes

mandate payment for services that were
“required,” “medically required,”
“necessary,” and “medically necessary”.

These statutory provisions apply only to

care in hospitals, not to outpatient care.

Clinical vs Nonclinical

Said “medical necessity” is far from the

minds of clinicians. Where nonclinicians

might think “medically necessary,”

clinicians usually think “medically
desirable,” or “medically prudent,” or

“clinically indicated”. A good clinician can

be heard to use expressions like “The safe

thing to do is . . .
,” or “Caution would

dictate . .
.” Among his concerns would be
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“Primum., non nocere” (“First, do no harm”).

Prudence and primum. non nocere often

bring forth an episode like the following:

“Well, it may or may not be an acute

appendicitis. To be on the safe side, I’d like

to hospitalize you overnight. That way we
can watch it hour by hour, and intervene if

we think we should.” Or again: “It’s mild

early congestive heart failure. It may or

may not progress to a dire strait if we don’t

hospitalize.” Medical necessity, the

nonclinical, economics-oriented, statutory

criterion, would have us wait; then if it

became clearly “necessary” (and perhaps

mortal), we’d hospitalize. Clinical indica-

tion or medical prudence would hospitalize

now.

Officials are indeed correct in their

suspicion that not every “service” that we
render and charge for is “medically
necessary”. And to vindicate their

suspicions, to “implement the statute,” they

requisition entire hospital records — no

office records yet. These records are then

scrutinized, photocopied and libraried, in

various federal installations. 4 Since
I found out about that, I put less in my write-

ups. And the chart then becomes a less

valuable tool to me and my colleagues in

following the patient, in teaching and in

research. Hospitals surrender the records,

lest Medicare withhold reimbursement
from them.

Now we have the prospect of a National

Health Service, ie, Medicare for all — to be

built upon existing Medicare-Medicaid

legislation. And unless the concept of

“medically necessary” is eliminated, then we
must expect a great expansion of

bureaucracy implementing the statutes and
extending doubt of “necessity” to all

patients’ records — not just those of the

elderly, the disabled, the poor or the

hospitalized.

When the statutes say “medically
necessary,” they do not specify in whose
opinion it must appear to be necessary.

Obviously, however, from the game-plans of

the various review mechanisms, it is not I,

the treating physician, who decides what is

“necessary,” nor is it the patient who is

concerned about himself; but it is some other

person — a person who neither sees nor

treats nor is the patient. An ironic thing is

that when I, myself, see and treat, then I

cannot pass judgment on the “necessity”; yet,

when I neither see nor treat but am taking

my turn as a reviewer, then I can more
surely say whether the treatment is

“necessary” or not.

The Medicare and PSRO Statutes were

drafted not on the advice of practicing

physicians but of economists, sociologists,

fiscal experts, administrative people.

Shearon 5 says that practicing physicians

have been systematically omitted from
committees and commissions which
prepare reports to aid the Congress in the

drafting of health care legislation. There
may have been MDs on the commissions;

but they have been in public health,

teaching, administration and research. Lay
people have tended to suppose that,

inasmuch as these members held the MD
degree, they could foresee the side effects in

physician or patient behavior that might

ensue from this, that, or the other

legislation.

Shearon was involved in the drafting of

health care legislation since the 1930s. She

cites many instances and says that

physicans — ie, real practicing personal

physicians — were left out because they

would oppose nationalization of medical

care, whereas the people who recommended
commission personnel wanted nationaliza-

tion. However, the foregoing may be, I know
also that it is not easy to get practicing

physicians to leave their practices and sit on

such commissions. And such physicians are

still, as of the date of this writing (1976),

absent from such commissions.

There is no doubt, however, that the

“findings” and recommendations of a

committee do reflect the ideology of

committee members. A conspicuous
example is a Supreme Court opinion. Where
there is not unanimity, the data of the case

are “found” to be one way by the majority,

while the dissenting minority “finds” them
to be another way.

And now, by the way, that computer
technology enters into our “finding”

processes, it is worth noting that the
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“findings” of a computer reflect the ideology

of the programmer: his outlook, his

presuppositions as to what raw data are

pertinent, condition the type of question that

the computer is asked to clarify, and the

answer it will give.

The Data Speak for Themselves (Res Ipsa

Loquitur)

How did the idea get going that medical

necessity can be told by someone who
neither sees nor treats nor is the patient, and

who may well not even be a physician? The
history of our times throws some light on the

question — which is not exclusive to the

realm of health and medicine but touches

other aspects of our epoch. One aspect can

be seen in the legal doctrine of res ipsa

loquitur, and another in the misapplication

of norms derived from statistics.

The current malpractice insurance crisis

throws light on our topic. The proximate

explanation of the “crisis” is that juries have

been awarding large financial judgments to

plaintiffs, whence the pot that financed the

awards has been withdrawn by insurance

companies.

Another is the emergence of specializa-

tion in our complex society (I slightly re-

tailor and condense from White):

Two hundred years ago, the citizens of this country,

agrarian oriented, were more or less equally educated

and were more or less each other’s peer. They knew the

shoes in which one another was walking. But progress

has produced markedly different types and degrees of

learning and skill. There now exist numerous areas in

which certain persons are highly skilled and trained,

while the rest of the citizens are ignorant of that

training and its application, which are outside of their

own particular area of skill. Yet under our jury system,

a highly trained individual is to be judged by randomly

selected and untrained citizens, who are not his peers

insofar as his particular skill is concerned. This is not

reasonable. It is not reasonable to hold that any

professional, in the exercise of his license, must
practice according to the standards of a “reasonable

and prudent man of similar professional standing,” and

then to deny him the right to have his practice judged

by those same reasonable and prudent men but rather

by men who are untrained. What can be more illogical

than having untrained persons decide which expert is

right? ... Is it not a violation of the physician’s civil

rights as a physician to be tried by a jury containing no

physicians ?6

Not unrelated to the aforesaid functioning

of present-day juries is the supposed
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operation of professional review
mechanisms: someone far off, who did not

see the patient, and may well not have

experience as a practicing physician in the

particular specialty, decides.

One way that the non-expert, the person

far off, is supposed to be able to tell is that

“the thing speaks for itself”. All he needs is

the information, the “data”.

If this were really true, by the way, then

why should doctors spend time reviewing

each other, when someone else can do it?

Tangible and Intangible (Part 1.)

The data, it turns out, document tangible

items, things that can be measured and
studied statistically — cost per day, number
of days in hospital, white blood cell count,

degrees of fever . . .

Intangibles elude data-processing. But
they are of extreme importance to the

success or failure of the physician-patient

transaction, — what I call the coach-athlete

relationship or the pitcher-catcher
relationship.

(Not all patients want such a relationship.

Many see doctors, nurses, and instruments

as scary and predatory, and want to avoid

them if at all possible. And not all doctors

want that relationship. Some are more
interested in the advantage or prestige they

gain from being a doctor, or in their

teaching, or in their research, or in the

scientific enterprise at large. A prominent
motive in the writing of this paper is that,

because of troubles or dissatisfactions

arising out of physician-patient contacts

where a relationship is lacking, sweeping
legislation is presumably to be enacted
which will peer in on the intimacy of the

good relationships — supposedly to keep the

bad relationships from being bad.)

Some intangibles are: 1. The experience

by which the laboratory tests are

interpreted; 2. The conscience or
commitment of the physician; 3. The
individuality, the uniqueness, of Joe Smith,

the patient; 4. The individuality of the

physician and of his approach to the

patient’s condition; and 5. The rapport or

lack thereof between patient and physician.

Patient A will work well with physician X
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but not with physician Y; and physician Y
will work well with patient B by not with

patient A .. .

The “health experts,” who seek to

implement the statutes using data, impute a

standardness to the clinical situation which

in fact is not there. They use a vocabulary

derived from economics, and from macro-

economics in particular: the health care

“industry”; the health care “delivery

system”; the health care “consumer”;
“quality control”; “distribution”; “standard

deviation”; “cost effectiveness”; “cottage

industry”; “pushcart industry”; “system”;

and “non-system”.

But economics is for the processing of

things, not of persons— and deals primarily

with the processing of not a single thing but

a statistical population of things. Thus for

example, economics skims cursorily over

the handcrafting of a single automobile and
focuses on the production of a population of

automobiles. The concern and discoveries of

modern economics relate to an industrial

age and that age’s “things” — and to the

influence upon that age of its things.

But my concern as a personal physician is

primarily with a person — Joe Smith, my
patient. Only secondarily is my concern

with a population of persons (See below,

Science and Scientism).

A person is a person whether he is

industrial or nonindustrial. To be a person

goes much deeper than these.

Unnecessary Surgery

“Unnecessary surgery” is a companion to

“medical necessity”. An entree into the

subject may be gained from Bunker 7-8
,

Bunker and Brown 9
, Denenberg 10

,

Gerber 1112
,
Hershberg, et al, 13

, and
Markle 14

.

Surgery may be classified as necessary or

unnecessary. The unnecessary may be

subclassified into desirable and
undesirable. The undesirable may be
subclassified further into harmless and
harmful, and may be further classified into

knowingly imposed vs innocently imposed,

and further into skillfully vs bunglingly
imposed.

A body of literature has emerged, with

claims and counterclaims, divergent
viewpoints and interpretations. One should

acquaint himself with these if he wishes to

be a complete student of medical necessity.

But we cannot do justice in this article to the

several elements that conjoin under the

heading of unnecessary surgery. However,

as a nonsurgeon I wish to point out

differences between surgery and non-

surgery that are important to the context of

medical necessity and its unwelcome
impingement upon clinical work.

The Surgical vs the Non-Surgical

Surgery is done primarily in hospitals,

which is where the controversy about

medical necessity and unnecessary surgery

is maximal. Most surgeons do most of their

work, and make most of their income, in

hospitals. Most non-surgeons (unless they

are employees of an institution such as a

hospital or medical school), if they treat

patients, do the majority of their work and
earn the majority of their income outside of

institutions. Hospital work is more costly by

far, and is physically more hazardous by far

to the patient, than non-hospital work.

Surgeons are more likely to do an ad-hoc

piece of work (ie, a surgical procedure) and

then not stay long in touch with the patient

than are non-surgeons. Here we see overlap

between malpractice litigation and medical

necessity. A patient is far more likely to sue

a stranger, a doctor new to him, than an old

familiar confidant, ie, he is more likely to

sue a surgeon than a non-surgeon. Anesthe-

siologists, since they work in the operating

room, I here classify for suing purposes

with surgeons.

Surgeons are far more likely than non-

surgeons to be involved in team or group

practice. The primary locale of this group
activity is the operating room. It takes an

operating room team to do a surgical

procedure. More complex than the mere
operating room team is the group enterprise

that includes the department of surgery, the

department of nursing, the department of

anesthesiology, the hospital administration,

the pathologist and other non-surgical

specialists, and all the other pre- and

postoperative needs of the patient: in short,
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the institution as a large team working
together.

Such being the case, the average surgeon

has a greater complex of ethical and
personal interrelations intra-institutionally

than does the average non-surgeon. And the

average non-surgeon has more of the

simpler one-to-one doctor-patient ethical

relationship which historically could be

called pre-technological.

Institutional (technological) vs Personal

(pre-technological) Sets of Ethics

On the one (technological) hand we see the

institution qua institution practicing less

personal, less personalized, more tangible,

medicine; and on the other hand we see the

individual physician with his traditional

pre-technological ethic practicing less

tangibly person-to-person. The tension

between these two ethical frames of

reference is responsible for much of the

confusion and controversy of the moment.
This is nowhere more noticeable than in the

institution’s willingness to make available

the confidential patient record in its

entirety to unknown and uncontrollable

outsiders.

Historical Capsule

For medicine the technological revolution

began in the 1870s, when asepsis was joined

with the previously discovered anesthesia

(or “etherization,” as anesthesia was first

called — in 1846). The joining of these two
launched the first true medical technology
— surgery. Non-surgical tours deforce have

followed more recently, eg, the coronary

care unit.

Back in pre-technology, hospitals were

places of eleemosynary hospitality for those

who had no other place in which to be cared

for; and people wanted to stay out of them —
wanted to be cared for at home if at all

possible. But post-technology, hospitals

began to become places that people wanted
to get into, and to pay money to get into.

Hospitals were being transformed into

proper workshops in which to perform more
effectively and less hazardously the

technology. Although pre-technology a

person might have financial worries, paying
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for hospital care was not one of them. But
post-technology it became one.

Surgeons launched formal peer review

under the leadership of the American
College of Surgeons. The beginnings of this

are reflected in an oft-quoted paper by
Codman 15

, in which he proposed the

“standardization” of hospitals. By standard-

ization he meant a “general movement
toward improving the quality of the

products (ie, of the results or outcomes —
J. J.) for which hospital funds are
expended”. The “hospital standardization

movement” arose, with two prongs: one, that

of “accrediting” hospitals as to whether they

were fit places in which to do surgery or not;

and the other, of “certifying” surgeons, as to

whether they were fit to do surgery or not.

Many articles in the first 10 to 15years of the

Bulletin of the American College of

Surgeons 16 reflect the unfolding of all this.

Surgeons watched surgeons in the

operating room, read one another’s

operative reports, and good ensued. The
patient participated minimally: he was
anesthetized. His hopes and fears, his

private matters, were not voiced by him in

the operating room or in the operative note.

Decades passed, and the notion was born

somewhere that documentational peer
review should become formalized for all. It

worked for the technological, the tangible;

would it not work also for the non-techno-

logical, the intangible?

Tangible and Intangible (Part 2)

As you read the manuals published for the

guidance of those engaged in “peer review,”

“utilization review,” “quality assurance” 17 ' 22
,

you see that the norms, the standards, the

criteria, are all tangible, objective,

measurable, technological: this many days’

stay, that many milligrams, etc. It is not

exactly the heyday of the intangible, the pre-

technological, or of the things that people

valued in a physician before he had any
technology of note.

Some of those valued things in the pre-

technological physician were mentioned

above (Tangible and Intangible , Part 1).

Othpr valued things were that he cared: he

could listen and give the fruit of his
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experience without betraying a trust; he

could give a prognosis, answering such

questions as “Am I going to live?” and “Will I

be able to go back to work?”; he shared with

his personal patient a background of

experience, and three minutes of discussion

might bring light that might not be brought

by three days of discussion with a stranger;

he had coachmanship and could bring to the

dispirited athlete courage to strive again.

Now comes the third-party measurer,

browsing through the whole chart in the

name of quality assurance and justification

of medical necessity. In so doing, he willy-

nilly reads the confidences, the

confessions, which a physician may have

wanted to record to keep better track of the

case.

You can watch a surgeon in the operating

room, and you can read his operative notes;

but how are you going to watch what I do? If

you sit in the room where confidences would

have been shared, where confessions would

have been made, will those same things be

said in your presence?

As for me, although third parties tell me
that “documentation is the name of the

game” (if I wish to be assured of

reimbursement), I will exert effort (if I

agree to practice at all under the system) to

veil things in the documents. And will

quality of care be served thereby? I am a

personal and family physician, and long ago

I pledged myself to safeguard confidences.

Now comes a new law which would have my
write-ups be copied and surveyed by
unknown outsiders. Perhaps I can re-tread

my conscience? I can stand improvement—
but not that way. My way is the traditional

unpublicized way of turning to colleagues

and consultants whom I trust, exposing to

them my patients’ needs and my own
mistakes and limitations. Furthermore,

some of them will come and tell me whether
I first turn to them or not.

Codman says that the way to do it, to

improve “standards,” is by “stimulating the

best, not by whipping up the laggards”15
. I

fear that the mentality of “quality

assurance” and “medical necessity” favors

the latter method — and to do so it needs

tangible data. Intangibles, such as the

physician’s conscience by which he spurs

himself to ethical behavior, to improved

technological competence, elude
documentation and have no place in a

system predicated on documentation.

Implementation of the Statutes

Bureaucracy issued many regulations

under which the statutes were to be

implemented. To be “in compliance” with

the regulations, hospitals which accepted

Medicare-Medicaid stipulations (and most

did) had to ask their medical staffs to do

untold hours of paperwork and committee

work — for the Medicare Statute did not

directly involve physicians; rather it

established a contract parties to which were

the federal government, the patient, the

hospital, and the fiscal intermediary

(insurance company).

And the medical staffs did this work, this

“review” of hospital admissions to assess the

“medical necessity” of these. They did this

work never through the activity of looking

at the patient, but of looking at the patient’s

chart, talking to nurses, to the patient’s

physician — sometimes requiring the latter

to write a letter to the Utilization Review
Committee to “justify” the continued
hospital stay of a patient, etc. Hospitals had

to hire additional employees. The cost-

increase which these brought, along with

that of additional employees at HEW, in the

insurance companies and in physicians’

offices, remains to be told.

In assessing the hospital admissions of

their colleagues, most physicians —
fortunately, in my opinion — were not aware
of the texts of the statutes, and did not use a

criterion of medical necessity, but of

medical prudence. Many of them said to

themselves such words as:

I am going through some motions to placate people

who don’t understand. Far be it from me to risk

rendering a wrong fiat one time out of a hundred, and

to contribute to the worsening or the death of someone.

Far be is from me to set in motion the discharge from

the hospital of someone I neither know nor see but

merely hear and read about. Far be it from me, who

diagnose from what I see and hear and feel and smell,

to judge in absentia.

While physicians locally were operating

on the aforementioned Dasis, clones and
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bureaucrats far removed from the scene of

illness, who never saw, never treated, would
decide finally whether treatment were
“medically necessary” or not; and if it were,

then how much it was worth.

Most objectionable of all, bureaucracy

claimed the right under the statutes to

requisition entire patient records (hospital

records onl ') for the purpose of ascertaining

and adjud. mating medical necessity and
reimbursability. After all, what Uncle pays

for, he must regulate; else how can he be

“accountable”? — a principle first

articulated, as far as I know, in a Supreme
Court decision involving farm subsidies: “It

is hardly lack of due process for the

Government to regulate that which it

subsidizes.”23

Another thing that physicians only

gradually learned about as the years went
on was that entire photocopies of patient

records were being sent on request by
hospitals to fiscal intermediaries or to

HEW.
“Retroactive denial” entered the

vocabulary. It was bureaucracy’s term
referable to medical care that was not, after

all, reimbursable — because bureaucracy
had determined that the care had not been
medically necessary. Dalessio furnishes an
excerpt from a form letter sent to patients

by fiscal intermediary retroactively

denying:

Medicare will cover inpatient hospital services when
the patient requires treatment or necessary diagnostic

studies and these services can be furnished

appropriately only while in the hospital.

Since the services you received do not meet this

requirement, no hospital insurance benefits can be

paid for your stay.

A determination has been made that you had no

knowledge nor any way of knowing that the services

you received during this stay were not medically

necessary. However, the records show that this hospital

knew or should have known that such a service would
be considered non-covered.

It has therefore been determined that you are not

responsible for the charges billed by the hospital,

except for any charges for services or items not

ordinarily covered by Medicare24
. . .

The foregoing letter is one of many
illustrations of the tangibleness of the

Medicare approach which we have been

endeavoring to speak to — as also of the

depersonalization, the fiscalness, and the

unclinicalness.

Dalessio goes on to present some
individual cases upon which this approach
was used and to discuss some of the issues

involved.

Rubinstein reports a case of retroactive

denial, in which after two and one-half years

of appellate process the denial was even-

tually reversed:

In the meantime, the patient has become extremely

suspicious of hospitals, and although she has required

admission for arthroplasty of several joints, she has

refused in the belief that she will probably have to pay

all the bills herself. There is no doubt that this

erroneous decision has contributed to the further

deterioration of this patient’s condition, and I do not

believe that she will ever be persuaded to seek the care

necessary for her improvement .

25

Lawson, drawing upon his experience in

Scotland and in the United States, writes of

his work with disabled elderly patients. He
reminds of the multiple disabilities

customarily seen in the geriatric patient.

After touching on the commonness of “cruel”

adjudications as in Rubinstein’s case above,

he focuses on the use of “fiscal” rather than
“clinical” concepts in such adjudications.

Lawson says:

For this reason, my own institution does not supply

“main” or principal diagnosis, but multiproblem lists to

fiscal intermediaries, in an effort to resist the tendency

to collapse the clinical dimensions for the convenience

of accounting or fiscal process .
26

Retroactive denial, or denial after the

fact, raised much complaint, and was
recognized by bureaucracy to be
objectionable. Bureaucracy’s way out was:

Determine ahead of time whether medical

care will be “necessary” or not. If it’s not

going to be necessary, then discourage its

happening at all; and there will be a

lessened risk of retroactive denial. This was
presented as proposed regulations in the

Federal Register for “Pre-Admission
Certification”.27 Pre-Admission Certifica-

tion drew hundreds of protests from
physicians, largely in the form of letters to

HEW. Many of these were published in

medical periodicals during February-April

of 1974.28*30

Pre-Admission Certification was
withdrawn by HEW — to be replaced by
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firm regulations for “Concurrent Review”31
.

This meant review within 24 hours of

admission of every Medicare and Medicaid

patient to see if the admission was going to

turn out to be “medically necessary” or not—
and “concurrently” to disallow reimburse-

ment in case it wasn’t. Twenty-four hours

after admission was almost as “pre-” as pre-

admission. Protests not now being

^receivable in HEW according to protocol,

since they had already been received

following the withdrawn “proposed”

regulations, suits were brought by various

organizations, including finally the AMA.
The regulations were first enjoined by a

federal judge32 and later withdrawn by

HEW.33

In bringing its suit, the AMA did not

contest the concept of “medical necessity”

but held rather that the regulations were in

violation of the Medicare Statute. Nor in

enjoining the regulations did Federal Judge
Hoffman address said concept, but rather

cited the regulations as being in violation of

the statute — as summed up in Sec. 1801:
Nothing in this title shall be construed to authorize

any federal officer or employee to exercise any super-

vision or control over the practice of medicine or the

manner in which medical services are provided . . ,
32

-
34

I personally think that the statute has

within it contradictory elements, and that it

cannot be truly implemented. How can you

have “no supervision or control over,” and

yet disburse monies only for the “medically

necessary”? And can you be “accountable” if

you don’t “regulate”?23

The statute aside, the fact remains that

many sincerely believe that medicine is an
exact enough science that “objective data”

will provide proper basis for diagnosis and
treatment: and that scrutiny and control of

doctors ought to be done because doctors

hide behind a veil of “privileged
information” and use arcane smokescreens

to hide understandable objective “facts” that

would “speak for themselves”. That this is

done by some doctors, few would deny.

The supposed “exactness” of medical

“science” is important. Confusion on this

point will plague us for a long time to come
because of a frequent mentality or outlook of

our epoch. That mentality I call “scientism”

and distinguish it from science. It was

touched on previously under The Data
Speak for Themselves.

Science and Scientism

The only “exact sciences” according to my
understanding are ones such as

mathematics and chess, with their

conceptually unitized or otherwise exact

frames of reference — whence the

proverbial saying, “mathematical
exactness”. Take pi, the mathematical

constant. Pi is conceptually exact; but

concretely, it cannot be measured exactly.

Forgetting this, and assuming
“mathematical exactness,” make it easier

to think of Joe Smith, the real person who is

concrete and not a concept, as a sort of thing,

and an exactly definable thing at that.

Kampmeier well writes:

Current studies with computers, etc, in an attempt to

learn how doctors think reveal that the experienced

internist is usually correct in his diagnostic impression

when he completes the history, and before (italics in

orig.) he embarks on a physical examination and

laboratory studies to confirm or disprove his first

impression. There are many intangibles in this riddle

of how a doctor thinks which have not been unraveled

as yet . . .

... I have had PhDs in the physical sciences as

patients or as a head of a family. It has been of interest

that in their training background the concept that

medicine is other than an exact science is unbelievable,

even unacceptable . . .

. . . This illustrates why we speak of history taking

as an Art and emphasizes why no other person can

substitute in this procedure for the physician

responsible for the diagnosis and management of the

patient . . .

35

Endorsing Kampmeier’s statement, I

focus it a bit to the point that science has

made many discoveries, but most are on the

macro-level, through statistical application.

For example, we can predict with near- f

mathematical accuracy the behavior of

billions of molecules of a gas en masse in a

chamber. But we can tell nothing of a

particular molecule — its location, its

vector, its velocity, its other circumstances

or its individual fate. In the social and
behavior sciences also we have masses and
we have individuals. The personal physician

always prefers to consider the individual

whose physician he is. Often because of

shared intimate previous history with a

patient, the physician knows very much
what to expect, what is going on, what is
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likely to occur later, in that particular

patient. And he knows it is unique, different

from the clinical picture of any other

patient, though sharing many common
features with others. The physician refuses

to apply conceptually or statistically

derived norms, standards, and criteria to

this large portion of his work.

By contrast, suppose a sudden mass

casualty comes along. A bus has a collision,

or an airplane crashes, or a building burns;

and dozens of casualties are being brought

to the hospital. In this case, since the

physicians confronting the emergency don’t

know the individuals, they have to think

conceptually, have to think with the aid of

norms, criteria, etc.: “Well, we have x

patients, and we have y doctors, and we have

2 ancillary staff, and we have w facilities

. . . There’s likely to be so many patients

with such and such, and so many with so and

so . .
.” And they go into action. But as soon

as they get acquainted with the actualities,

the concreteness, of a particular case, they

discard probabilities as far as that concrete

actuality is concerned. It’s no longer “a burn

case,” but it’s “Joe Smith; and he has a third-

degree burn of two thirds of his right leg; he

can’t take morphine; he’s on propranolol and

hydrochlorothiazide; and his boss had a

coronary last week, and his daughter’s

getting married next month . .
.”

A genuine scientist is tentative, open and
not presumptuous. He knows the limitations

of his work and of the “knowledge” that he

has elucidated. He knows that one question

answered throws open the door to further

new questions. But many non-scientists

believe that the “scientific method” (as they

understand it) brings certainty. The latter

approach I call not science, but scientism.

Where devotees apply aggressively their

scientism, they bypass reality. Seeing only

the billions of molecules in the flask, they

remain in ignorance of the particular

molecule. When this goes on in the social

sciences, the violence done to the individual

may be extreme.

The devotee of scientism approaches my
Joe Smith in what I would call an abstract

unreal manner. My approach, which by

preference is concrete wherever possible, I

call science — or better, to coin a term which
our language does not have, art-science.

Because of the particularness of this Joe

Smith whom I cannot truly “document,” I

know that I cannot surely grasp the

documented or nondocumented things that

are going on between my colleague and his

Joe Smith.

Although I cannot document what my
colleague is doing, I can often infer,

intuit, have a good educated guess. But I

refuse to adjudicate on that basis. For I

know that I will sometimes make a serious

mistake.

There are unworthy things done by
physicians, incompetent things done by
them. But the “mechanisms” proposed or

legislated to “assure” scotching them have
awakened revulsion in the minds of

physicians who have seen them in operation

or who foresee the side effects that they will

engender. “The cure is worse than the

disease.”

The Means Test

We spoke above (under Historical

Capsule) of that point in history when
hospitals quit being places you wanted to

stay out of, and became places you wanted to

get into. Ergo, you would do things to be able

to get into them — for example, pay money
— when previously access to them had been

for free.

At said point in history the “means test”

appeared.

The demand was greater, hospital

budgets and facilities were strained; costs

were going up also because of the

technological revolution. Traditional

(eleemosynary) methods of financing

became insufficient. The means test was
devised — whereby the affluent paid a full

fee, the poor paid little or nothing, and those

in between paid a fee in between.

The means test was in part a method of

rationing. For when something is free,

people tend to stand in line for it whether

they need it or not. And without some
deterrents, “over-utilization” tends to

overwhelm the available facilities and
services.

The means test was far from satisfactory.

The wealthy could usually gain access
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merely by paying, out of their abundance,

the full fee; but the poor could not, except by

displaying their lack, so as to get in for free;

and this was “demeaning”.

Who was poor and who wasn’t, for hospital

admission purposes, was adjudicated by

social workers and other ancillary

personnel. This was not always easy to do,

and injustices might well result sometimes.

There might be clients with motivation to

misrepresent their degree of poverty; and so

a detective sagacity and skepticism were

developed by some such ancillary personnel.

And an adversary relationship of sorts

developed.

The Doctor as Chump or Scapegoat

Now comes Medicare-Medicaid, under

which the demand is greater than the

appropriation by Congress will cover; so

someone has to ration the dollars

appropriated, and hence the services

provided. In the past, this would have been

done by the objectionable means test, as

sketched above. Henceforth, it is to be done

by the physician, using “medical necessity,”

or we might call it “the needs test”. And this

tends to convert the physician-patient

relationship into an adversary relationship:

“You know, Mr. Jones, that workup that

you want me to do on you isn’t really

medically necessary; and it’s my duty to tell

you to forget it. You’re a well man; that chest

pain simply is not caused by any organic

disease.” “Mrs. Dooley, that house call you

wanted me to make on your mother didn’t

turn out to be medically necessary; so the fee

is retroactively deniable.” “Senator, that

workup in Bethesda that you want isn’t

medically necessary” (but would I dare say

that to a senator? — and Utilization Review
is mandatory only in non-Federal hospitals).

“Joe, that second opinion you want isn’t

medically necessary . .
.”

Consider when we will have Medicare for

all — that is, National Health Insurance.

Medical necessity will be woven into the

fabric of all medical care — not only hospital

care, but all outpatient care too. Not only

care of the elderly, the disabled, the poor,

but of everybody — except perhaps for

senators, generals, and somebody who
knows somebody.

74

Many of us have had the experience,

usually in our youth when we were
neophytes in the ethos and the high calling

of medicine, of being a military surgeon;

and of having our relationship with the

patient be swept aside by a superior, by “the

system” . . .

Adversary or Servant

Adversary or servant? Company doctor or

personal physician? Conflict of interest. The
calling of the healing professions is to be

servant. But when Uncle gets into the act, I

see him too easily claiming to be lord: “Here,

take this medicine; Uncle knows what is

best for you.”

Summary
A legitimate patient-physician

interaction may arise from necessity, from

prudence, or from mere desirability. The
physician may be as a technician or

craftsman performing a skill, as a confessor

hearing innermost secrets, or merely as a

vendor selling a service. The work done may
be tangible or intangible, documentable or

undocumentable. The interaction may be a

one-time-only deal, as when you fill your gas

tank in a far town to which you never expect

to return; or it may be an event in a long-

lived relationship, organically knit to what
preceded and to what will follow — as in

a marriage, a friendship, a pitcher-catcher

or coach-athlete relationship. But a high

percentage of medical interactions will be a

complex of many of the foregoing. And what
goes on in all these is to be made accessible to

third-party scrutiny, through the prism of

“medical necessity”?

The concept of “medical necessity,” its

development and application, are examined
and found to be basically unclinical,

unworthy of application to things clinical,

and destructive of civilizing and spiritual

values. It should be deleted from statutes

and regulations; and until it is, physicians

should resist it and frustrate attempts to

engraft it into medical life and method.

The “surveillance” necessary to

“document” medical necessity could destroy

the deep value of medicine, of coach-athlete

and healer-sufferer relationship in a man-
to-man civilization; and plant in its stead,
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through social “engineering” and
“machinery”, a relationship less man-to-

man and more cog-to-cog, in a

Frankensteinian technologism.

Conclusion

That the AMA with its power and
prestige, its apparatus and corps of experts,

did not alert its members about “medical

necessity” and teach them to withstand and
reject it — instead leaving it to

unintentioned amateurs like myself to grope

toward it — is regrettable.

That academic medicine did not do so is

more understandable: most academicians

do not function as personal physicians.
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Free Enterprise Medical System
and Possible Intervention

• The author indicates that the free enterprise medical system

has brought us the best medical care in the world. He warns

that we better be mighty careful before we tinker with that

system

S
ENATOR Ted Kennedy, in 1970, stated

“In spite of the broad agreement that

our population has a right to health care

. . . the evidence is overwhelming that this

right cannot be adequately exercised by
most of our people . . . The cost is

increasing, but the quality is declining.”

Senator Kennedy is saying that:

1.

Most people do not have adequate

medical care.

2.

There will be collapse of health

services if the government does not

act.

3.

The quality of medical care is

declining.

4.

The cost of medical care is increasing.

The facts show that Senator Kennedy,

and others like him, are wrong on the first

three allegations, and right on the last one.

In other words, Senator Kennedy is right in

the fact that the cost of medical care has

risen, but, so has everything else in this

country. There is one area that has had a

rather dramatic rise, and this is the cost of

hospitals in the medical care system.

As for availability of medical care in this

country, the Health Insurance Association

of America reported that in 1973, 87.1

percent of our population had
hospitalization insurance coverage. That’s

about 182 million Americans. In 1940, only

12 million had coverage. Medicaid and
Medicare take care of much of the

remainder, with 23.5 million enrolled in

Medicare in 1975, and 24.8 million

benefiting from Medicaid in that year.

Assuming that a possible benefit of

Excerpt of speech delivered by the Honorable David
C. Treen, Congressman, Third District, Louisiana, to

the Jefferson Parish Medical Society, on October 23,

1975.

HON. DAVID C. TREEN
Metairie

universal health insurance is the guarantee

of some health service for all Americans,

what are the minuses of such a system? The
certain results of government intervention,

in my opinion, include:

1. A substantial increase in the cost of

medical care.

2. A deterioration in the quality of

medical care.

The various health insurance plans have a

variety of financing schemes. They include:

1. Using general revenues to pay the

insurance premium.
2. Additional payroll taxes, similar to

Social Security, requiring both the

employee and the employer to con-

tribute toward the payment of

premiums. Of course, the employer’s

portion under any such scheme
simply becomes part of the cost of

doing business, and is ultimately paid

for by the consumer of the goods and
services which he produces.

3. Other plans, the least offensive I

might say, involve the taking of a tax

credit on individual income tax

returns for amounts paid out for

medical care over a certain level of

expense.

What will be the result of various schemes
to make it appear that others are paying for

one’s health care? There is little doubt in my
mind that the principal result will be over-

utilization of health care services. This, in

turn, will drive up the aggregate cost of

health care to the aggregate body of

taxpayers.

We ought to heed the experience of

nations who have been down this road. Over-

utilization of hospitals has occurred in all

the countries which have switched from the
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free enterprise system to a government
system.

In Sweden, France, Germany and Great

Britain, the average hospital stay ranges

between 13 to 19 days. In this United States,

the average hospital stay is 6.9 days.

Since Sweden converted from a system of

voluntary health insurance to government
provided insurance, costs have gone
through the roof: Within 12 years the cost

has increased by 900 percent.

But, we don’t need to look overseas for

evidence that government involvement

inevitably increases the cost. Our Medicare

program, during the first three years, was

41 percent higher in cost than the

government estimated. The Medicare/
Medicaid program is costing about $25
billion a year at this time.

The Social Security Administration made
a cost estimate of Senator Kennedy’s bill

about three years ago, that is, the bill he was

backing at that time. It indicated that the

cost for a family of four — under the

Kennedy proposal — would be $1,271.00. In

contrast, the actual cost of medical care for a

family of four in that year was $550.00.

Well, an analysis of the statistics shows
that utilization of medical services is greatly

encouraged by government medical
programs. The Medi-Cal program in

California pushed per capita medical costs

67 percent higher than the average for the

rest of the nation.

The inevitable next step — after costs of

the government program have gone up — is

the attempt by government to control costs.

One can hardly blame the government for

attempting to control costs, although
government can certainly be blamed for

getting into something when it should have
known in the first place that costs would
inevitably go up.

We have already seen some government
efforts to control the costs of Medicare and
Medicaid. In 1972, Congress adopted an

amendment to the Social Security Act,

setting up Professional Standards Review
Organizations. Utilization review
procedures are being established now under
government guidelines. Even though
doctors may serve on review panels, you and

I both know that the final overseer will be

the federal government with its Washington

bureaucracy. That is where the regulations

and guidelines will be written.

The whole history of government
programs shows us that government
controls expand commensurately with all

extensions of the program itself.

I believe it is fair to say that a national

health insurance program run by the fed-

eral government will cost us substantially

more than we are paying for health care

in this country today, and secondly, the

quality of medical care will go down as a

result of :

1. Over-utilization with the resulting

increase in pressures on doctors and
long waits for hospital admission, and

2. Bureaucratic control which means
second-guessing doctors about their

professional decisions.

The outlook for the 94th Congress is not

too bright for the proponents of national

health insurance. The reason is that we are

faced with massive budget deficits.

Although none of us wants to see our

government continue to spend more money
than we take in, the fact of the matter is that

huge deficits in 1975 and 1976 may save us

from the kind of social engineering pushed
by Senator Kennedy and others. Indeed,

Senator Tunney of California withdrew (in

August of 1975), his cosponsorship of the

revised Kennedy bill citing its costs of $30 to

$35 billion per year.

But, we should not take comfort in my
prediction that such a program would have
tough sledding in this Congress. We need to

keep up our guard, because the latent

pressures for greater government
intervention are certainly there.

What we can all hope for, and what I hope

we will work for, is the election of a Congress
in November of 1976, which has a different

perspective on medical care in this country,

a Congress which recognizes, as I do, that
the free enterprise medical system in this

country has brought us the best medical
care in the world, and that we better be
mighty careful before we tinker with that

system.
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Gallstones May Float in Bile

THE very name — gallstones — conjures

up visions of concretions that should

act like other stones. The stones that we are

familiar with will promptly sink to the

bottom of a container of water or other fluid.

Gallstones are not like other stones,

however, because they are often composed
completely or partially of cholesterol. Being
a fat derivative, cholesterol may be slightly

less dense (less heavy) than water.

Many gallstones, therefore, will tend to

float in water. They will also float in bile; but

their flotation level in the gallbladder is

made more complex because of the variable

density (or heaviness) of bile and contrast

medium in the gallbladder. This variability

results from the kind of bile that flows into

From the Department of Radiology, Ochsner

Medical Center, New Orleans.

Reprint requests to Dr. Seymour Ochsner, 1514

Jefferson Highway, New Orleans, Louisiana 70121.

the gallbladder and the degree to which the

gallbladder concentrates the bile. The level

that the gallstones assume, therefore, is a

function of their weight in relation to the

specific gravity of the bile in the

gallbladder.

In one instance numerous small
radiolucent gallstones seemed to fill the

gallbladder as it was viewed in

posteroanterior and oblique films (Fig

la,b). In this projection, made with the

patient lying prone and the x-ray tube

above, the x-ray beam is vertical to the

patient and we are looking at the

gallbladder from above. The gallstones are

actually floating, and we are seeing them as

one might look down upon objects floating in

a container of water.

In films made with a horizontal x-ray

beam, with the patient in either the erect

(Fig 2a) or decubitus (Fig 2b) position, we
are looking at the gallbladder from a side

Fig 1. PA (a) and oblique (b) roentgenogram of gallbladder shows multiple small radiolucent stones.
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view. Now the gallstones can be identified as

a layer. Heavier bile is below them; lighter

GuecX L ' 1
*•'

bile is above.

In this case, the floating or layering of

gallstones was not essential for diagnosis,

because the stones were so clearly

visualized. However, when visualization is

faint, or the gallstones small, or the picture

obscured by intestinal gas, the knowledge
that gallstones often may float in layers is

extremely helpful in arriving at a firm

diagnosis.

Fig 2. Horizontal beam film with patient erect (a) and right lateral decubitus (b) shows layer of gallstones that

float in middle of the variable density bile.

NOTICE
MEDICAL ARTS GROUP
401 South Ryan Street

Lake Charles, LA 70601 318-433-1048

New Multi-Specialty Clinic being formed; recruiting

1 Internal Medicine
2. Cardiology
3 Family Practice

4 Urology
5 Orthopedics

•

Call collect or write:

Robert C. Looney, M D.

Medical Director
or

Ronald J. Newman
Business Manager

FULL-TIME ER PHYSICIAN
For modern, expanding fully-accredited 467-

bed regional medical center with low malprac-
tice insurance rates, salary and fringes, negoti-
able progressive staff with specialty backup
Excellent schools, college facilities, cultural
activities, recreational activities.

Contact Dan S. Wilford, Adm.
North Mississippi Medical Center

830 South Gloster St.

Tupelo, Ms. 38801 (601) 842-3632
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Editor

NORTON W. VOORHIES, MD
New Orleans

STEPHEN P. GLASSER, MD
Shreveport

The following ECG was recorded from a 48-year-old man six months after an acute

myocardial infarction. He was limited with angina, dyspnea and fatigue at the time the

ECG was obtained.

What is your diagnosis?

Elucidation is on page 93.

Dr. Glasser is an associate professor of medicine and Chief, Cardiac Section, Department of Medicine,

LSU School of Medicine in Shreveport, Shreveport, Louisiana 71130.

Bibliography will be furnished on request.
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J dical Grand
from

Touro Infirmary

An Epileptogenic Focus
Edited By SYDNEY JACOBS, MD

New Orleans

Dr. Raul Varela: (a) Today’s presentation

is that of a 21 -year-old white male, non-

smoking, non-drinking, non-drug addicted

senior student at Columbia University who
was admitted for the diagnosis of episodes of

palpitationwhich ahve recurred over a

period of nine years. An episode is not

heralded by headache or aura, but is ushered

in with a sudden onset of sensation of fear

followed by gradually intensifying palpi-

tations to the point of discomfort along with

light-headedness, dyspnea and diaphore-

sis; the entire episode lasts less than a

minute. During such an episode, there is no
loss of consciousness or of conscious contact

with the environment, no involuntary

motor movement or aberrant conduct,

<a > Intern, Touro Infirmary.

although rarely there was transitory

blurring of vision.

He answered “NO” emphatically when I

questioned him about focal muscular

weakness, grand mal seizures during or after

attacks, GI symptoms, skin flushing, chest

pains, angina, sphincter incontinence and
tinnitus. The episodes sometimes clustered;

sometimes they disappeared for many
months. He could not identify a specific

precipitating cause for these attacks, but

suspected that they might have been related

to stressful situations, tests or games that he

had to play. He was definite that episodes

were not related to position, to place, to

time or to activity. They might occur when
he was lying down, when he was walking,

during daytime or at nighttime. When these

March, 197fi — vol iuq, no. s 85
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occurred as he was walking or in the erect

position, he felt weak in the legs and had to

sit down; but there was no vertigo.

The patient denied any recent loss of

weight, heat intolerance, tremors,
polyphagia, polydipsia, polyuria,
paresthesias, dyspnea on exertion or other

cardiovascular symptoms; and there was no

edema, weakness or diarrhea.

He had been seen by physicians since he

was 13 years old, and there were several

electroencephalograms taken and
interpreted as “normal”. About five years

ago, he had an EEG coupled with an EKG,
which showed a run of arrhythmia probably

supraventricular with premature ventricular

contractions. In the last four weeks, he was
getting these palpitations five to eight times

per day; and these were upsetting his daily

activities. Convinced that taking a trip or

vacation might dissipate these symptoms, he

went to Jamaica for four days, but had to

return because the same thing
was happening over there. This made him
fearful that he had severe cardiac disease.

His mother described a normal
pregnancy, normal delivery and normal
psychomotor development. She said that his

only operation was an appendectomy at 10

years of age; but she also told us of two
traumatic injuries. When he was about 10

years old, he fell from a ladder lacerating the

scalp over the right occipital area (with no
loss of consciousness) and when he was 16,

he had a minor automobile accident, with a

whiplash injury and a mass in the thyroid

area which disappeared spontaneously

within a month. She knows of no family

member with epilepsy.

The physical examination did not help

our diagnostic quest. The patient appeared

his age, was alert, oriented, well developed

and nourished and in no acute distress. He
had no gross skeletal abnormalities. He was
5'IT and weighed 172 lbs. The blood

pressure was 130/90; the pulse rate was 72;

and the respiratory frequency was 16. I

found no important physical abnormalities.

We had one single problem that we had to

work up, that of recurrent palpitation

episodes.

Dr. Julian Abbott:
(b) Pheochromocytoma

has to be considered because during one of

the episodes, his blood pressure went up to

170/84 and he did have the triad of

symptoms — headache, perspiration and

palpitation. Insulinoma presents with

sweating and anxiety. This young man had a

normal glucose tolerance test which does

not rule out functional hypoglycemia; but he

doesn’t fit into that category either.

Dr. Freshnedie Valen: (c) In practice,

probably 90 percent of palpitation is due to

anxiety. What is unusual here is that it all

started when he was 1 1 or 12 years old, and it

also happened at night. We all know that

anxiety doesn’t usually happen when the

patient is asleep.

Another unusual feature is that there is a

wide variation in his heart rate (recorded on

the Holter monitor) from 70 to 140. This was

to wake him up at night. And again, this

doesn’t happen in anxiety. So we can say

there is an instability of the autonomic

nervous system, even at night. We had to

consider as possible causes for his

palpitations hyperthyroidism (but his

thyroid function studies showed no
abnormalities) and the Wolff-Parkinson-

White syndrome (but EKGs didn’t have

delta waves or PR intervals),
pheochromocytoma and carcinoid, but we
had no corroboration for anything other

than the autonomic imbalance to explain his

symptoms.

Dr. Sydney Jacobs: (d) Dr. Valen, I would
have to enter a demurrer, because I have

seen many persons, children and adults

alike, who were awakened from a

frightening dream, and could not even recall

that they had been dreaming until two oi

three or four days later, but who have had

palpitations during the attack. And I’vt

certainly seen a lot of little people witl

anxiety.

(b) Resident, Touro Infirmary Department o

Medicine.

(c) Associate Director, Division of Cardiology, Tour
Infirmary.

< d>Chief, Department of Medicine Touro Infirmar;

Clinical professor of medicine, Tulane Universil

School of Medicine.
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Dr. Melville Sternberg: (c,We must look for

an organic illness first and diagnose anxiety

only after this has been ruled out. I was able

to obtain his pediatric record. When at the

age of 13 years, he first saw a physician

because of anxiety attacks, the physician

described what the boy told him was hearing

verbal flashbacks of conversations that he’d

heard previously. At that time it was
significant enough to send him to a

psychiatrist. The psychiatrist then referred

him to a neurologist.

At that time, he had a normal EEG, but

the concurrent EKG strip showed what
looked like a supraventricular arrhythmia

with aberration of conduction.

When the patient came to me, he had
these attacks in clusters, and then they

would disappear for a time. Recently the

attacks were particularly bothersome for a

period of several weeks. He would wake up
with these attacks, would go back to sleep

and would wake up again, maybe four or

five times at night, each time with

palpitations which suggested paroxysmal
atrial tachycardia; but these lasted only 1 5 to

30 seconds. The boy was just too sick for me
not to look intensively for an organic cause.

Dr. Varelarl had a chance to witness one
of these episodes of palpitation while he was
lying in bed and I was examining him. He
informed me that he was having an episode.

I noticed that his heart rate was 72 and
increased rapidly to 110, and the heart

sounds became more intense as his blood

pressure rose to 170/80. There were a few

seconds before he developed what seemed to

be a S gallop with some extrasystole, and
then the heart rate came down gradually to

normal. He was talking to me when this

episode happened, and he was describing

what he was feeling. He was answering some
of my questions. I didn’t see any flushing in

his face, any movement in any of the

extremities, and he became diaphoretic at

the end of the episode. He was put on the

Holter monitor, and there was an episode of

sinus tachycardia up to 145, with gradual

onset and cessation (unlike paroxysmal
atrial tachycardia); some premature

(e) Clinical associate professor of medicine, Tulane

University School of Medicine.

ventricular contractions were seen. He had
several episodes of tachycardia while he

was asleep at night.

The brain scan was essentially normal,

with a described thickening of the calvarium

in the right temporal region.

The EEG was abnormal and there was an
epileptogenic focus in the left anterior

temporal region.

Dr. William Martin: (f)You will notice that

on this particular EEG strip, there are three

episodes of spike discharges. There is also an
EKG run, specifically set up as an EKG run,

you can see that the EKG does not reflect on
the EEG. On the whole, although these

discharges are being derived mainly from
the left temporal region and associated

cortex, they do spread over to the right

temporal region as well; but the main
discharges appear to be coming from the left

temporal.

s . r/WvON «'/V/VW'KA

'

Fig 1. Epileptiform discharge arising from the left

anterior temporal region. The sharp and slow wave

activity on the right is considered to be a "mirror focus”.

I have a second strip. This is what I

consider to be, what Dr. Elliot considers to

be, diencephalic epilepsy, although I don’t

use that particular term; but I think you can

see that there is a difference between these

two patterns as well.

Houston Merrit divided seizures into five

categories: the grand mal seizure, the petit

mal seizure seen in children, focal motor
seizures which start off in one part of the

anatomy and extend to another,

(*> Clinical associate professor of psychiatry and
neurology, Tulane University School of Medicine.
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psychomotor seizures, and the epileptic

equivalent, which is what I think we’re

dealing with here, which are perhaps partial

seizures — not complete seizures.

The EEG pattern was that of

psychomotor seizure with temporal lobe

spike discharge.

The temporal lobe is intimately connected

with the diencephalon, especially with the

hypothalamic region, anatomically and

functionally, the temporal lobe cortex

modifying or controlling the effect of the

hypothalamus, both structures having a

great deal to do with the psyche. A lesion in

either structure may cause psychic

phenomena. The temporal lobe is so

situated that a number of afferent pathways

coming into the brain pass very near to it;

pathways transmit sensation of vision,

audition, olfaction and perhaps even

memory. The patient certainly has a

disturbance of affect with his chief

complaint an overwhelming sense of fear or

doom. In this stage, he has sort of a

flashback reminiscent of what Penfield

produced when he stuck needles into the

temporal lobes of people he was operating

on for epilepsy. Stimulating one area of the

temporal lobe elicits flashbacks of some
occurrence in the patient’s life. In most petit

mal or grand mal or psychomotor seizures,

there is some loss of consciousness, but he

certainly did not lose consciousness, change

postural tone, or manifest abnormal motor
action; therefore, I think that he was having

a seizure equivalent or temporal lobe

discharge.

I think the main way that this spell differs

from hypoglycemia, marked lability of this

regulation syndrome, migraine, menopause,
carcinoid, or any number of other things is

the short duration of these spells.

Dr. Jacobs: Dr. Martin, what do you
expect to happen to this young man? Will he

be able to live a relatively normal life?

Dr. Martin: I think he leads a relatively

normal life now. I would like to think that at

age 10 he had a cerebral concussion resulting

in a small seepage in the temporal lobe, and
we are now seeing a post-traumatic seizure

syndrome which began at age 11 or 12 and
has been intermittently symptomatic since

Across the
street,

but
worlds away

The Pontchartrain Hotel

appreciates the continuing

friendship and patronage of

members of the Louisiana State

Medical Society. We've catered

to our distinguished guests

"from across the street" for a

good many years now. . . and
we wish to continue in years

to come.

Our management and staff

are anxious to accommodate
your out-of-town guests and to

provide facilities for your small

meetings, luncheons and
dinners.

At The Pontchartrain, we
believe that you and your col-

leagues deserve to be pampered.
For reservations, call 524-0581

The Pontchartrain
Hotel

‘‘Where dining in the Caribbean Room
is only one of your pleasures”

2031 ST. CHARLES AVENUE,
NEW ORLEANS, LOUISIANA 70140

E. LYSLE ASCHAFFENBURG, Chairman of the Board

ALBERT ASCHAFFENBURG, President

JEFFREY SCHAEFER, General Manager

n Member, Preferred Hotels Association.
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that time. Even without specific medication,

he has become a senior at Columbia and

hopefully he will be able to do even better.

Dr. Abbott: In the normal population,

what percentage of people have such

abnormal EEG readings?

Dr. Martin: Possibly 5 to 10 percent, but

there is still much controversy over what is

normal and what is abnormal; however,

spike discharges — such as this young man
exhibited — are almost unanimously

accepted as evidence of an epileptogenic

focus.

Fifty percent of seizure patients will have

a “normal” EEG between seizures in the

“interictal” period. Specialized centers

record discharges suspected but not found

on routine EEGs by placing electrodes up
the nose (“sphenoidal” leads) or through the

temporal region.

Dr. Jacobs: Anxiety is common; epileptic

equivalents are less common; only a

meticulous history — as was so beautifully

done here — can help physicians to

differentiate between these entitites.

Dr.Sternberg:Dr. Martin, should this boy
have problems in automobile driving so long

as he takes his Dilantin?

Dr. Martin: The law says that you are

eligible to renew your driver’s license if you
have been seizure free for one year, are

under the care of a physician, and you’re

taking your anticonvulsant medication on a

regular basis.

The law does not make a distinction

among the epilepsies. I think that the

conservative and wisest thing to do is to

prohibit driving until you are sure that the

patient is not going to have any change of

consciousness which would endanger him or

other drivers.

Dr. Sternberg: How long would you
continue him on the Dilantin?

Dr. Martin: This is a cicatrical seizure; so

it may be for life.

'Dr. Jacobs: Has any neurosurgical

approach been proposed for this?

Dr. Martin: Numerous approaches have

been proposed; the newest approach is that

of Irving Cooper in New York with

cerebellar stimulation through implanted

electrodes. The cerebellum is supposed to be

an inhibitory organ for the rest of the brain.

Editor’s Note: Eight months after therapy

was begun with diphenylhydantoin
(Dilantin) the patient reported that he had

not had a single episode and felt better than

he had for years. He has maintained a

strenuous academic program and a normal
lifestyle. Anticonvulsant therapy has been

advised indefinitely.

0=3c=»

AFTER

YOU LEASE A CAR,

ITS TOO LATE TO LEARN
^ ABOUT AUTO LEASING!.

Why not find out beforehand just what your lease offers you. We at

Bailey Lincoln-Mercury are sincerely interested in seeing that you
are given a lease that is tailor-made to fit your needs. Our ever-
growing list of accounts is ample testimony that our lease agreements
are ideally suited for the individual's needs. We offer the type of
service you expect and deserve.

Could we give you more information about automobile leasing?

NAME.

ADDRESS

CITY— STATE ZIP.

TELEPHONE

Dailey
LINCOLN/MERCURY — •

1535 POYDRAS • Across from Superdome
NEW & USED CAR SALES • 522-6611

Showroom open 8am - 9 pm Mon -Fri. and 8 to 6 Sat
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Doyou feel qualified to

diagnose your

insurance policy?

iA. t Group Consultants we've offered

you a comprehensive insurance

program sponsored by the LSMS since

1972. But we know that terms can

sometimes be confusing in making any

decision about insurance, so here are

some of the most commonly misused

terms and what they really mean.

Non-cancellable: A contract in which

the insurer can not change provisions

of the contract while it is in force.

Unfortunately this usually means the

rate will not be adjusted downward

either.

Guaranteed renewable: A contract in

which the insurer can not change

provisions of the contract except the

premium rate for a specific class of

people. For example Group

Consultants has just reduced

premiums on LSMS disability plans

for all members under 40.

LSMS disability renewal guarantee:

That provision of your LSMS
sponsored plan which guarantees that

your plan cannot be terminated except

by the LSMS, and only when another

LSMS sponsored plan replaces it.

Conversion of your old plan is

guaranteed, thereby affording

you the opportunity to acquire an

additional policy.

Personal Benefit Summary: A
detailed annual recap of personal

insurance benefits and options, made

available only to participants in the

LSMS sponsored programs.

Rehabilitation rider: That portion of

your LSMS disability program which

provides for continuation of benefits

and supplementary payments while

you, the insured, are attempting to

retrain for your own or another

profession.

These are some of the terms as they

apply to your LSMS sponsored

disability policy. However, questions

about other provisions of your policy

may arise and we’re always ready to

answer any questions you may have.

So the next time someone gives you

his diagnosis of your insurance

coverage - make sure he’s diagnosing

in his specialty - call us.

GROUP CONSULTANTS, EMC.
BYNUM,GRACE & KIRBY INC.

555 Building, St. Tammany St.

P.O. Drawer 66635 Baton Rouge, La. 70806

(504) 926-6303
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By LEON M. LANGLEY, JR.

The Division of Socioeconomics, in cooperation withJohnson and Higgings, has developed the following

table indicating the per patient visit cost of Professional Liability Insurance for selected specialists in

Louisiana. This is one of many items to consider in determining your office practice fixed cost. The

number of patient visits listed was taken from a recent Medical Economics productivity study. The

premiums for 1,000,000/1,000,000 Professional Liability Insurance are those taken from the table

used by the Hartford Insurance Company under the LSMS sponsored program.

Specialty Class

Median
Patient Visits

Per Year

1 mil/l mil

Pro. Liability

Premium

Premium
Per Patient

Visit

Gen. Practitioner II 8,400 $1,844 $ .22

Fam. Practitioner I 9,312 1,056 .11

Internist I 5,952 1,056 .18

Gen. Surgeon III 5,568 3,990 .72

OB-GYN V 6,720 7,966 1.19

Pediatrician I 7,920 1,056 .13

Ophthalmologist III 5,760 3,990 .69

Orthopedist V 6,288 7,966 1.27

The Number of Americans in the 25-34 age bracket has risen sharply in the past five years, but the number

of children has dropped, according to the U. S. Census Bureau. In the past five years, there has been a

23% increase in the number of people age 25-34; the number of children in the 5-13 age bracket

dropped 8.8%. The number of people 18-24 increased almost 13% from 1970-75, according to the

bureau.

Joint Commission on Accreditation of Hospitals has established a special office to deal with problems

and developments relating to environmental services and the application of the Life Safety Code of the

National Fire Protection Association. Program will be headed by David R. Elwing, formerly director of

safety standards for the National Safety Council.

New Military Medical School in Washington is taking applications for its first class of 36 students, the

Pentagon announced. The school, with a planned eventual enrollment of 625, will start first classes in

August.

Millions of Dollars have been wasted by sloppy procedures in CHAMPUS, the government’s medical

program for civilian dependents of military personnel, according to General Accounting Office study.

Rep. Les Aspin, (D., Wis.) who made the study public, asserted that the GAO had reviewed the

program five years ago and recommended improvements, but discovered in the recent review that

many of the procedures still had not been changed.

Increase in Cancer Rate Among Black Men was reported in CA, the American Cancer Society’s journal.

Figures showed that cancer in black men rose 36% between 1947-69, while the rate in white men was

increasing 6.7%. Cancer in women of both races dropped 13-15% in the same period. The report said

the rise in cancer incidence among black men was largely due to increases in cancers of the lung, colon,

rectum, prostate and esophagus.

Decline in the Number of Adults entering the nation’s hospitals was reported by American Hospital

Association President J. A. McMahon. He said the decline— the first in the past 15 years— apparently

was occurring because laid-off workers who had lost health insurance benefits were postponing certain

medical care. McMahon said the number of admissions to the nation’s 7,000 hospitals fell to 25,147,539

in the nine months that ended last Sept. 30. This was 0.4% lower than the same period in 1974; in

previous years, the number of hospital admissions during the first nine months of each year had been

averaging about one million more than in the previous year. McMahon also reported declines in the

total number of days Americans spent in hospitals and in the proportion of hospital beds occupied.
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Doctors,Incorporated.

Should You
Or Shouldn’t

You?

The only reason to incorporate

is to save money. The question is

will you?
Roland J. Hymel and Associates,

specialists in tax sheltered trusts,

can make incorporating prof-

itable to you.

Call and let them do a feasibil-

ity study. Then if they can't show
you howto save double their fee

in the first fiscal year, they won't

charge you anything.

You've studied a long time

and worked hard, you

deserve a profitable

practice.

ROLAND HYMEL AND ASSOCIATES • ROLAND HYMEL AGENCY • FRINGE BENEFIT ADMINISTRATORS

Financial Planning Center, 2475 Canal St., New Orleans, La. 70119, (504) 581-2900

The Roland Hymel Agency is Associated with State Mutual Life Assurance Company of America, Worcester, Mass.
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ELECTROCARDIOGRAM OF THE MONTH

Electro-

cardiogram

of the Month
ELUCIDATION

Also, compliance in the wall of the

aneurysm is usually decreased so that left

ventricular filling is also reduced.

The ECG demonstrates a large antero-

lateral myocardial infarction with
persistent ST segment elevation and T wave
inversion. Left anterior hemiblock and left

atrial enlargement are also present. X-ray

and left ventricular angiography
demonstrated a large anterolateral left

ventricular aneurysm. On coronary
angiography the left anterior descending

coronary artery was completely occluded

just distal to the first septal perforator. One
week prior to planned surgery the patient

was admitted in cardiogenic shock and died.

Discussion

Recently, the definiton of left ventricular

aneurysm has been modified from the

classic description of an outpouching of

endo-, myo-, and epicardium (now called

dyskinesis) to any area of noncontractile

myocardium (akinesis) or poorly contractile

myocardium (asynchrony and asyneresis).

Of interest, is that the classic dyskinetic

aneurysm generally takes a mean of three

years to develop where in our patient,

dyskinesis was in evidence within eight

weeks following the infarction. The classic

symptoms related to left ventricular

aneurysm are those of congestive heart

failure, angina pectoris, ventricular

arrhythmia and embolic phenomena. When
refractory to medical treatment, these are

also the indications for surgical excision.

These symptoms can be related to the

aneurysm via several pathophysiologic

mebhanisms. With systole, blood fills the

expanding aneurysm thereby decreasing

forward ejection much in the same way that

mitral regurgitation does. Additionally, the

remaining normal myocardium must
increase its fiber length in order to maintain

stroke volume, but this occurs at the expense
of an increase in myocardial O2 demand.

Electrocardiographically, ventricular

aneurysm is important from two aspects: its

diagnostic changes and its association with

intractable arrhythmia. Diagnostically, it

has been stated that R-ST segment elevation

persisting more than six months after

myocardial infarction is suggestive of

ventricular aneurysm. Recently, Mills, et

al, 1 concluded that ST segment elevation

after myocardial infarction resolved within

two weeks in 95 percent of inferior but only

40 percent of anterior infarctions and that if

ST segment elevation persisted more than

two weeks it tended not to subsequently

resolve. Miller, et al, 2 found that in patients

with ECG evidence of transmural
infarction, concomitant ST elevation with T
wave inversion was indicative of asynergy

in 95 percent of patients while dyskinesis

was present in 68 percent of patients.

Bodenheimer, et al, 3 demonstrated left

ventricular aneurysms in 22 percent of

patients without pathologic Q waves.
Overall, it can probably be said that in

patients with coronary artery disease,

persistent ST segment elevation two weeks
or more post-myocardial infarction is a

specific but not an ultrasensitive index of

asynergy.

From the aspect of its association with

arrhythmias, there have now been a

number of reports of medically intractable

rhythm disturbances cured by
aneurysectomy, but surprisingly little is

known about the mechanism. Gallagher, et

al, 4 utilized epicardial mapping techniques

to demonstrate that the site of origin of the

ventricular arrhythmia was at the margin
of the ventricular aneurysm although they

were unable to determine whether the site

was located in the endocardium or

intramurally.
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MEASLES ERADICATION — ESSENTIAL ACTION

1. Routine immunization of infants at 1 year of age: This

should be the goal of every practicing physician, nurse

and medical clinic.

2. Immunization before school entry: Louisiana law re-

quires immunization or an immunization program in

progress prior to school entry.

3. Surveillance of all measles cases: All diagnosed or sus-

pected measles cases must be reported immediately by

telephone, by physicians, nurses, school teachers or any

other person aware of a case (Call local health department

or State Division of Health, 527-8121).

4. Epidemic search and containment: Epidemiological

investigation and control measures will be initiated

immediately after a case is reported to the health

authorities.

LOUISIANA HEALTH AND HUMAN RESOURCES
ADMINISTRATION
Division of Health

William H. Stewart, M.D.

Commissioner and State Health Officer
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Organization Section

The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

F. MICHAEL SMITH, JR., MD
President

1975-1976

It is rather difficult to realize that our

president for the past year, a robust and
energetic individual, was in the year 1921

only a newborn. As you might expect he

was the son of a practitioner of medicine in

Northern Mississippi. Mike was born in

Kilmichael, Mississippi, and the place of his

birth might have had something to do with

his name.
Mike was reared in Vicksburg, Miss.,

educated there and while in high school

showed more than an ordinary interest in

medical technology at Street’s Clinic. This

has always been a well-known clinic and has

been the work place for many eminent

physicians. Mike was under the wing of an

eminent technologist, John W. Frazer,

during those days so it is only fitting and
proper that this same gentleman is at

present the chief medical technologist at

The Children’s Clinic in Thibodaux, our

president’s area of practice.

Dr. Smith received his academic and two

of his medical years at Ole Miss. He
transferred to LSU in New Orleans the last

two years and was graduated from LSU as

an MD in 1944. His leadership was
discovered by the Intern’s Corps of Charity

Hospital, having served as their president in

1944-45. As an intern he was married to the

former Betty Thibaut of Donaldsonville, a

lady that a few of us have learned to admire
and respect and to whom we are most
grateful for sharing Mike with us in the

performance of his many and outstanding

duties.

Mike did his active military work in the

Navy, beginning in 1945 and he saw duty at

Eniwetok Atoll. He later returned to

Charity Hospital and completed his

residency there in Pediatrics in 1948. He
was Board Certified in 1953 and became a

Fellow of the American Academy of

Pediatrics in 1954.

The Children’s Clinic was founded by Dr.

Smith in 1948, and this was one of the first in

rural Southeast Louisiana devoted entirely

to the care of infants and children. He
practiced alone for many years but now has

several associates.

Some of his attainments within
professional groups have been: Past
president of the Lafourche Parish Medical

Society; Former Chief of Staff, St. Joseph’s

Hospital; Current Chief of Pediatrics at St.

Joseph’s Hospital; and Chairman of the

Lafourche Parish Medical Society
Grievance Committee, and Special Projects

Committee. He has been an active member
of the LSMS House of Delegates for

more than ten years.
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A powerful lot of people

have been saving at

Eureka since 1 884

See Eureka for Home Loans

He authored and presented to the House
the original LSMFP program for direct

billing. This was probably Mike’s initiation

thesis and he has worked diligently and
untiringly since. The program has
prospered and its inception has done more
for the patient-physician relationship than

anything prior to 1966 or since that

momentous date.

He has served on just about every

important committee in our Society and he

has been recognized and honored for his

leadership roles. He was responsible for the

Special Projects Committee being formed
and this group has studied and given untold

time circulating warnings among our

membership on Federal legislation that

encroached on the private practice of

medicine. He is a real scholar in socio-

economics and handles figures and
percentages like a computer.

Mike is a prolific writer and while much
of it pertains to pediatric subjects, he has

been of tremendous help with his ideas on

the socioeconomic phases of the practice of

medicine.

The above described incidents are but a

few of the many contributions he has made
and which set him up as the most deserving

and the most competent individual to

become the leader of the LSMS.
Mike has found much relaxation in his

various hobbies, golf, bowling, fishing, et

cetera, but none so relaxing as converting

silent movies in the comedy and history era

by the addition of sound tracks for the

enjoyment of his friends.

Mike has a son, Mike III, who deals in

tractors, fuel and cane-related activities. He
is currently active in Donaldsonville, La.,

his mother’s childhood area. Daughter
Eugenice Elizabeth is a graduate of

Stephens College in Missouri, and is now
enrolled in the graduate school at Ole Miss

seeking her Master’s degree in education.

Medicine and the things that are

incorporated in medicine are everything to

Mike. He is a profound reader and is most
learned in understanding legislative jargon.

He is well read on just about every subject,

including religion and when he is given an

assignment he really does his homework. I

J. Louisiana State M. Soc.
2525 Canal Street Phone 822-0650

1 10 Belle Chasse Hwy.
West Bank Division

EUREKA HOMESTEAD SOCIETY
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have never known Mike to pull up short in

any of his endeavors. Someone has told me
he is early to bed and early to rise. I have a

doubt that Mike can sleep to any extent.

Those wheels keep grinding and his rest is

short-lived.

It has been my good fortune to have been

in a position to see this human dynamo get

started. He is befriended by all of those who
are interested in straightforwardness and

willingness to work. He assumes his leader-

ship role with poise and determination, a

real natural, and I know of no dedicated and
energetic leader who can meet all comers of

various and sundry missions and get the job

done in a manner most acceptable to the

organization.

Mike has always exhibited a genuine and
empathic attitude and much warmth
towards those with whom he comes in con-

tact in his practice, with the children and
their parents and even in those situations

where some disagreements may be encoun-

tered. He is a big-hearted individual whose

heart is as big as his body and full of tender

affection when analyzed. As someone put it,

“Mike is just a great big bundle of soft-

hearted affection, ever eager to be of help to

his friends.”

The past year has been very educational

and inspiring to me due to the associations

encountered by virtue of my office. It adds
some sadness to realize that my rejoicing

moments are not for too much longer. When
Mike goes down in history as probably our
most dynamic leader, there will be consola-

tion in having been on the team.

I know the members of the LSMS join me
in their appreciation of the loyalty and
expertise he has demonstrated as our

leader. We trust that in the years ahead his

activities will continue and that his

availability for consultative purposes will

ever be present.

Mike, you have been the tonic for our
group that was very much needed and your

influence and philosophy will long prevail.

HIBERNIABILITY:
Ways to help you help yourself

Banks offer a lot of services and most of you are

familiar with them. At Hibernia we offer them all, but

we also offer you more than the usual banking services.

At Hibernia we re not just concerned with your specific

banking needs. We're also concerned with giving guid-

ance and direction to your whole financial life. With

helping you and your family to a more secure financial

future. That’s Hibermability.

HIBERNIA
NATIONALBANK
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CALENDAR
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month Lake Charles

Calcasieu Fourth Tuesday of every month Baton Rouge

East Baton Rouge Second Tuesday of every month

Jackson-Lincoln-Union i hird Tuesday of every month

except summer months

Jefferson Third Thursday of every month

Lafayette Second Tuesday of every month Lafayette

Lafourche Last Tuesday of every other month

Morehouse Third Tuesday of every month Bastrop

Natchitoches Second Tuesday of every month
Orleans Second Tuesday of every month New Orleans

Ouachita First Thursday of every month Monroe
Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month
Tangipahoa Second and fourth Thursdays of

every month 1 ndependence
Terrebonne Third Monday of every month
Second District Third Thursday of every month
Shreveport Quarterly— First Tuesday Feb., April, Sept., Nov. Shreveport

Vernon First Thursday of every month

MEASLES (RUBEOLA) INFORMATION

Seventy cases of highly contagious red measles among
preschool children in the Metropolitan New Orleans

Area could develop into an epidemic, health authorities

report.

Red measles or rubeola can rarely lead to pneumonia,

encephalitis with possible brain damage and even death.

The disease often begins with symptoms of a severe

cold, high fever, and then a rash which may last a week

or more. Parents with ill children should seek the advice

of their children's physician as to the diagnosis and

treatment of the illness. Vaccination against measles

may be given at age one year and after. Parents are

advised to immediately check immunization records to

see if their children have been protected.

Unimmunized children who are vaccinated now can

be protected quickly, if they have not already been

exposed to red measles.

Caution is advised to parents to avoid exposing

youngsters to other children with cold-like symptoms or

rashes. Small whitish spots in the mouth, called Koplik

spots, are another early symptom that may be over-

looked by parents.

Physicians, schools and day care centers are urged to

report cases of red measles immediately to the New
Orleans Health Department at 586-4497, or to the

Parish Health Unit in the communities of the

metropolitan area outside Orleans Parish. From: Louis

Trachtman, MD, Chief of Communicable Diseases.

NEWS OF LOCAL INTEREST

Thomas C. Naugle, Jr., MD, was guest lecturer at the

University of Mississippi, Department of

Ophthalmology, on February 24 and 25. He presented a

series of lectures on “Eyelid Reconstruction” following

trauma and “Resection for Lid Tumors.”

Oliver H. Dabezies, Jr., MD, President of the Contact

Lens Association of Ophthalmologists, presided over

the Association’s recent Mid-Winter meeting in Las

Vegas.

Dr. Robert F. Azar, Clinical Professor of

Ophthalmology presented a movie on "Intraocular Lens

Implantation Surgical Techniques” and "A Retro-

spective Comparative Study of Conventional Cataract

Surgery vs. Intraocular Lens Implantation” at the Mid-

Winter meeting of the Contact Lens Association of

Ophthalmologists in Las Vegas.

Dr. Gene Usdin was elected First Vice-President of

the American College of Psychiatrists at their annual

meeting in Coronado, California, which ended February

1, 1976. The American College of Psychiatrists

membership is limited to 500 psychiatrists from the

United States, Canada, Central and South America.

GASTROINTESTINAL RADIOLOGY SYMPOSIUM
The Department of Diagnostic Radiology of the

University of Kentucky Medical Center will present a

Symposium on Gastrointestinal Radiology at the

Lexington Hilton Inn from April 28-30, 1976. The
program is designed for the practicing radiologist,

gastroenterologist and gastrointestinal surgeon. The
format consists of brief lectures, panel discussions and

case presentations. Ultrasound and computerized

tomography techniques are covered in the program.

Prior to the meeting the registrants will receive

by mail sets of x-rays of the cases to be discussed.

The Guest Faculty consists of Dr. Robert Berk,

Dr. Joseph Bookstein, Dr. George Leopold, Dr.
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Roscoe Miller, Dr. Thomas F. Meany, Dr. Jerome

F. Wiot, and Dr. Bernard Wolf. The fee for the

Symposium is $300. For more information and

registration forms write Dr. Frank Lemon, Office of

Continuing Education, College of Medicine, University

of Kentucky, Lexington, Kentucky 70506.

ACCP POSTGRADUATE COURSE
“ENVIRONMENTAL LUNG DISEASE’’

"Environmental Lung Disease" will be the topic for an

American College of Chest Physicians postgraduate

course to be held in New York, New York. Drs. Alvin S.

Teirstein and Irving
J. Selikoff are course directors for

the three-day pulmonary postgraduate program to be

held June 10-12, 1976, at Mount Sinai Medical Center.

The Page and William Black Postgraduate School of

Medicine is cosponsor of the course.

This course will be devoted to an in-depth

exposition of environmental lung disease. The first

session will be devoted to basic and applied science

including epidemiology, immunology, physiology,

pathology and mineralogy. The remaining segments

will explore clinical, public health and social problems

encountered in pneumoconiosis, hypersensitivity lung
disease, cancer and obstructive pulmonary disease. The
effects of smoking and air pollution on the lung will also

be discussed in a morning session on airways disease.

Case presentations, workshops, as well as didactic

lectures and panel discussions will comprise the

educational format. The course is evaluated for l 6 l/2

hours credit toward the American Medical Association’s

Physician Recognition Award.

The tuition fees for this postgraduate program are:

ACCP members, $125; Non-member physicians, $150;

Residents, $75. Please direct all inquiries to: Dale E.

Braddy, M.S.., Director of Education, American College

of Chest Physicians, 911 Busse Highway, Park Ridge,

Illinois 60068.

AMA SECTION COUNCIL ON ANESTHESIOLOGY,
SPONSORS CONTINUING EDUCATION

PROGRAM FOR RECOVERY ROOM NURSES
In an innovative departure from usual programming,

the Section Council on Anesthesiology will sponsor a six

hour continuing education course for recovery room
nurses on Saturday, June 26, 1976, in Dallas, Texas.

Organized and moderated by A. H. Giesecke, MD,
Professor of Anesthesiology, at the University of Texas

Southwestern Medical School at Dallas, the program

will present newer concepts in Basic and Advanced Life

Support, Therapy of Hyper- and Hypotension in the

Recovery Room, and Recovery Room Effects of Intra-

Operative Drugs. Speakers will include: Roy D Wilson,

MD, Professor of Anesthesiology, Baylor University

College of Medicine; Ann M Towbridge, MA, Assistant

Professor of Anesthesiology, University of Texas

Southwestern Medical School; and George E. Webb,
MD, Assistant Professor of Anesthesiology, University

of Texas Health Science Center at San Antonio.

JimConner is our
resident specialiston

He may be reached at

56H603

TheTrust Division

FIRST NATIONAL BANK OF COMMERCE
New Orleans
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The registration fee will be $60. Inquiries should be

addressed to the Office of Registration, American

Medical Association, 535 North Dearborn Street,

Chicago, Illinois 60610. Advanced registration is

recommended in Dallas immediately due to space

limitations. Registration, prior to the meeting, will be

permitted to the capactiy of the physical facility.

SOUTHEAST EMERGENCY
MEDICINE CONGRESS

The 1976 Southeast Emergency Medicine Congress

will be held May 3-5, 1976, at the Fairmont Colony

Square Hotel, Atlanta, Georgia. Sponsored by the

Southeast Chapters of the American College of

Emergency Physicians, School of Medicine Medical

College of Georgia, and in conjunction with the

Emergency Department Nurses Association. Fees: S100
(ACEP); $125 (Non-ACEP Physician); $40 (EDNA);
$50 (Non-EDNA Nurse); $40 (Registered EMT); $50

(Non-Registered EMT); $25 (Residents, Interns,

Medical and Nursing Students with letter from

department chief); $100 (EMS Administrators with

letter on EMS System stationery); $125 (Others). For

further information contact: Registrar, 1976 Southeast

Emergency Medicine Congress, 1919 Beachway Road,

Suite 5C, Jacksonville, Florida 32207. (904) 399-0510.

ANNOUNCEMENT OF ANNUAL
TRAUMA ACHIEVEMENT AWARD

Samuel E. Landrum, MD, FACS, general surgeon on

the staff of St. Edward Mercy Medical Center and Sparks

Regional Medical Center, Fort Smith, Arkansas, has

been named recipient of the 1975 American College of

Surgeons' Trauma Achievement Award. The award was

presented to Dr. Landrum on March 12, at the annual

meeting of the ACS Committee on Trauma held at the

Holiday Inn, Tampa, Florida, March 11-13.

The award came in recognition of Dr. Landrum’s

development of a model emergency medical system

during his local chairmanship of the Fort Smith,

Arkansas, Committee on Trauma. During his

subsequent term as Chairman of the Arkansas State

Committee on Trauma, the state organized a model

emergency medical system.

Dr. Landrum also served as Co-chairman of the

Technical Advisory Committee of the Arkansas

Emergency Medical Services, and later became

Chairman of the Governor's EMS Council, State of

Arkansas.

Dr. Landrum is a graduate of the University of

Tennessee College of Medicine. He interned at Druid

City Hospital, Tuscaloosa, Alabama, and completed his

general surgery residency at Henry Ford Hospital,

Detroit, Michigan.
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The Objective Is Freedom

ONCE freedom was institutionalized,

subsequent generations had only to

enjoy this precious heritage. The vagaries of

history, however, have called on some
generations, while also reaping the harvest

of ancestral plantings, to preserve it against

outside attack. Our generation is being

called on to meet a threat to freedom from
within; some of us would eliminate it as our

way of life.

Preservation of Freedom

For those of us who have become aware of

this sacred gift of the past, and for those of us

who have rediscovered it as indeed the finest

basis by which to relate to one another

politically, it has become imperative to

insure its preservation for ourselves and for

future generations. To accomplish this, we
must fully understand the nature of what we
are dealing with; we must understand the

essence of freedom.

Freedom’s fundamental chracteristic is

that it is an inalienable quality of man. This

means it cannot be given to a person, but

rather a person has it. No State can grant it;

no State can take it away. The only thing

that can happen is that freedom can be exer-

cised or be prevented from being exercised.

The Declaration of Independence stated, for

all time, this inalienability of freedom for

Dr. Meyerhoff is a psychiatrist, Greenpoint Hospital,

Brooklyn, N.Y.

This article is reprinted with permission. It

appeared in the December, 1975 issue of the New York

State Journal of Medicine.

GORDON R. MEYERHOFF, MD
Roslyn Heights, New York

man, and the Bill of Rights spelled out

specifically the freedoms with which noth-

ing must interfere. So fundamental was this

realization of man’s nature, that it called for

the redefining of the role of government
itself to secure the blessing of liberty.

Some people, in the area of medicine,

would forego this basis and institute

numerous procedures that would impair the

freedom of patients and physicians.

Seemingly well-meaning people, concerned
with better health care, while appreciating

the value of health, do not seem to be able yet

to appreciate the value of freedom. Or, if

they can, they give it a lesser value than has
been the judgment of past generations who
have given up their health, become maimed,
and even given up their lives so that freedom
shall prevail.

With most of the threats to our free way of

life, the enemy was obvious, such as the

attack on Pearl Harbor, as well as how to

deal with him. This turbulence and eddy of

history have placed us in a situation in

which the enemy is our seemingly benign

neighbor, and so the tactic for preserving

freedom does not readily come to us.

The particular characteristic of this

situation is that it would seem that a large

number of people are for regimenting
medicine. While polls do not confirm this

statistically, there are enough people who
either want to regiment medicine, or who
nonetheless are pushing for it, or whose
push carries weight, that legislators are on

the verge of attempting to nationalize

medicine. What is the tactic then when the
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vagaries of a cherished, freely operating,

democratic society seem to turn to foregoing

freedom itself? How can a minority bring

about the preservation of freedom?

Another characteristic of this current

turbulence is that physicians, by a very

large majority, when polled about their own
convictions, believe in a free way of life.

Some, however, would nonetheless forego it

because they feel obliged to comply with

what appears to be the wishes of the public.

The tactical question becomes one then of

how physicians, small in number compared
with an apparently large and weighty

public group, can prevail for freedom.

To help us make the effective tactical

choice, we have the benefit of the experience

of colleagues in foreign countries, where
certain methods did not succeed. We also

have been using certain approaches in the

past decade which have been unsuccessful

in abating the gradual regimentation of

medicine. We know, or should know,

therefore, what tactics haven’t worked.

We have relied on the well-earned respect

and prestige that the profession of medicine
has held for centuries in legislative halls.

Whatever force is producing this turbulence

in history, it is causing a disregard for the

professional expertness and status of the

physician.

We have tried partnership with
government and negotiating, only to find

the government wielding the big sticks of

executive decree and legislative command
to deprive patients and physicians of their

freedom.

Physicians in foreign countries, and
recently in Canada, waited for the final ax to

fall, struck, and crumbled their own strike.

Their opposition seemed to stem from the

heat of the moment, and did not carry the

sustained strength of a firm conviction

regarding the free way of life. The
instruments of sagacious wisdom, the

courts, which usually keep the ship of State

on an even keel and on the course of freedom,
have been unable to grapple with this ill

wind.

If our own hearts did not tell us this about
freedom right from the beginning, we can
plainly see that freedom cannot lean on
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professional prestige; freedom cannot be

placed in the hands of someone who carries a

big stick over us; freedom cannot be risked

by being put up for negotiation; and, alas,

freedom cannot be entrusted even to those

who are usually wise. The fountain of

freedom gushes rather from the realization

of the preciousness of an immense gift that

has been given to us, or from the discovery of

it coursing through our veins. Either of

these feelings, once experienced, makes it

the only way of life for us.

These feelings, tell us immediately
exactly what must be done to preserve it. We
preserve it by living it ourselves; we
preserve it by exercising our inalienable

freedom; we preserve it by continuing to

practice free medicine in our offices and
hospitals NO MATTER WHAT.

Seeing such genuine behavior, legislators

will be awakened to the fact that there are

people in this country who cannot be denied

their inalienable freedom by executive

decree or by legislation.

Should this force continue to divert them
so that they do not see our handwriting on

the wall, and should they try to “pull a

Canada” here, our prior search of our own
hearts will keep us well fortified. Unlike the

Canadian physicians who were caught ill-

prepared, and impotently reversed, a

momentary stand, we will now have

ourselves well prepared for the course we
must maintain, NO MATTER WHAT.

Unless we mean “no matter what,” and

unless we mean jail and inordinate fines to

which the Canadian physicians were
subjected, then we do not really believe in

freedom. However, if the search of our own
hearts does find freedom there, there is no

force on earth that can deter this

indomitable conviction. For such is the

nature of freedom. Lincoln knew it when he

said: “.
. . all the armies of Europe, Asia,

and Africa combined could not force take a

drink from the Ohio or make a track on the

Blue Ridge in a thousand years ... If

destruction be our lot, we must ourselves be
its author and finisher. As a nation of free

men we must live through all times or die by

suicide.”
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Conclusion

We have had the good fortune to live in an

age after history opened the eyes of man to

this essence of his being. We have been

bequeathed the institutions to preserve a life

of freedom. We can give them up and live

again as slaves or augment the free way of

life.

We can choose either the living death of

regimentation or the free life. We can be the

generation that vanquished the threat from

within.

Suicide or freedom.

The choice is ours.

0=3c=o

HIBERNIABILITY:
Ways to help you help yourself

Banks offer a lot of services and most of you are

familiar with them. At Hibernia we offer them all, but

we also offer you more than the usual banking services.

At Hibernia we're not just concerned with your specific

banking needs. We re also concerned with giving guid-

ance and direction to your whole financial life. With

helping you and your family to a more secure financial

future. That's Hibermability.

HIBERNIA
NATIONALBANK
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Office Practice as the Training Base
for Pediatric Nurse Associates

• The author presents an interesting report on the training

of PNAs. He emphasizes that a successful project requires

close collaboration and coordination among a nursing faculty

in an educational program and physicians in the ambulatory
setting.

S
INCE 1965, about 2,000 pediatric nurse

associates (PNAs) have been educated

in this nation. In most continuing education

programs operative to date the identifiable

training base has been an academic setting

(eg, medical school, nursing school, allied

heath sciences center, or teaching
community hospital). Although the largest

segment of pediatric ambulatory care is

provided by primary care physicians in

office practices only a minority of PNAs
have been utilized in such settings. The
majority are working in public health

agencies or institutions. This divergence

between site of employment and where most
ambulatory services are delivered may be a

reflection of the location of the PNA’s
training base.

Background

This demonstration project was designed

to utilize a private pediatric group practice

for a PNA educational program; in this

respect it differs from most other programs.

There are a great number of practice

settings in this country which, as teaching

resources, are largely untapped. Also, there

are many capable nurses residing in small

communities or rural areas who on the basis

of experience, personality and interest could

From the Program in Community Medicine, Tulane

University School of Medicine, New Orleans, and the

Pediatric Clinic, Baton Rouge.

This project was supported with funds from the

Division of Regional Medical Programs through the

Louisiana Regional Medical Program. However, its

contents are solely the responsibility of the author and

are in no way the responsibility of the Division of

Regional Medical Programs, United States Public

Health Services or Division of Health, Education and

Welfare.

DAVID W. VAN GELDER, MD
Baton Rouge

function effectively as PNAs if properly

educated. However, many of these nurses

are of the opinion that they cannot leave

their place of residence for periods even as

short as the four months required by several

of the PNA training programs. Family or

community responsibilities act as a

deterrent to their embarking upon such
continuing educational programs. This

project was designed to assign only a

minimal period to an academic setting for

the orientation and didactic segment; the

major portion of training time was to be

conducted on a preceptorship basis in a

private group practice which would
incorporate time devoted to clinical

experience and some didactic material.

Such a design would possibly be more
attractive to many potential nurse
candidates who feel that they cannot afford

to be away from families or their

community for any protracted period. Many
of these nurses reside in sparsely populated
areas where the services of PNAs are in

great demand.

Working Arrangement

This project was a joint venture of the

Pediatric Clinic, Baton Rouge, the program
in community medicine of the Tulane
University School of Medicine, New
Orleans and the program in nursing of the

Tulane University School of Public Health,

New Orleans. The initial curriculum plan

was a 16 weeks’ program with 1 month
devoted to didactic work in the academic
setting in New Orleans followed by 3

months of preceptorship training in the

clinical setting in Baton Rouge, 100 miles

away. As the program developed, it became
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apparent that the dichotomy between

didactic material and practical clinical

experience was too rigid. It was necessary to

integrate some of the academic material

with clinical experience. This was
accomplished by providing a limited

contact with patients in the academic center

and developing a seminar series in the

clinical setting.

Training Program

Three nurses were accepted as PNA
trainees: One had a position as a nurse in a

public health agency; a second had
experience in an outpatient pediatric

emergency room; and the third was
employed as a member of a hospital IV
team.

During the first month, trainees were
primarily involved in academic material.

Topics included orientation to the program
and the role of a nurse associate, history

taking, interviewing techniques, problem
oriented medical records, components of

physical assessment, growth and
development review, and family dynamics.

The remaining three months were
devoted primarily to clinical experience in a

preceptor — preceptee relationship.

Trainees were issued a manual which
assisted orientation to clinic procedures.

Each month a schedule of anticipated

program activities was provided to both

preceptees and preceptors.

Preceptorship Activities Phase

Each nurse trainee was assigned to work
with one pediatrician daily; initially

nurses observed interviewing techniques

and physical assessment by the
pediatrician-preceptor. Team assignments
were rotated and thus trainees were able to

observe the practice style of all the

pediatricians involved in the group
practice.

After the observation phase, trainees

started to perform physical examinations
under the supervision of the preceptor.

After demonstrable evidence of beginning
competence, trainees began to encounter

patients without the preceptor in

attendance. The nurses completed an
extensive history and physical standardized
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form and then documented their assessment

and suggested a plan for continued care.

Initially nurses required about l/2 to 2%
hours to complete the forms and write their

appraisals. It served the objective, however,

of inculcating a logical sequence to patient

contacts and, with experience, the time

required to complete the forms was
reduced. Following each nurse-patient
contact, the preceptor independently
evaluated each patient, reviewed the

nurse’s assessment with the trainee, and
appended significant comments to the

standardized forms.

In the final phase, nurses evaluated

patients approximating the routine most
pediatricians follow in an ambulatory
practice. With each patient encounter,

nurses were required to document
subjective and objective findings,
assessment, and follow-up plan.
Pediatrician-preceptors followed with their

own assessment and added comments to

these short forms enabling reviewers to

evaluate a trainee’s progress.

During the 12 weeks of clinical

experience in the preceptee-preceptor
relationship, 20 seminars (involving 80

hours) were scheduled. Topics included

allergies, common pediatric problems, 1

dermatology, neurological assessment,
cardio-respiratory problems, gastrointes-

tinal problems, orthopedic problems,
diagnosis by inspection, communicable
disease, ENT problems, adolescence, speech

and hearing problems, emergency
procedures, developmental testing, office 1

laboratory procedures, acute abdomen, and
neonatal anticipatory guidance.

Some audiovisual material was available

to the trainees, and scheduled visits were
conducted to relevant child care community
resources. Students visited a Head Start

Program, speech and hearing clinic,

evaluation center and early intervention

clinic for children with developmental

disabilities, a crippled childrens’ clinic,

adoption agency, child protection agency,

EPSDT clinic conducted by a public health

agency, and a mental health center for both

evaluation and behavioral modification.

On a weekly rotation basis, students
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made rounds in a nursery, examined

neonates, provided some anticipatory

guidance in child care to mothers, and

maintained phone contact with mothers

after hospital discharge. In addition each

nurse was assigned families in which one

child suffered some chronic handicapping

condition. PNA students made contact with

these families and were expected to make
home visits in order to observe the families’

coping mechanisms. Both of these measures

reenforced the nurses’ awareness of the

importance of continuity of care.

Evaluation Process

Nurse trainees were asked to evaluate

their learning experience. In general,

seminars were given a high rating; but

seminars conducted by primary care

pediatricians, rather than those conducted

by pediatric subspecialists, received the

highest ratings. Possibly some pediatric

subspecialists did not understand the

anticipated role of the PNA, and others

covered assigned material with too much
minutiae. The opportunity to observe
available community resources was
rewarding. The experience gave trainees an

overview of the diversity of private and
governmental agencies available for

children with special needs.

Nurses’ knowledge of covered didactic

material was assessed by an oral

examination conducted by the nursing

faculty. Progress in development of their

clinical skills was appraised by review of

patient encounter reports along with the

accompanying preceptor comments.
Clinical ability was finally evaluated by a

practical examination. Each candidate was
examined by three pediatricians not

involved in the educational program. One
physician undertook an informal oral exam-
ination, another assessed the candidate’s

skill in an evaluation of a well child,and the

third pediatrician evaluated the examinee’s

performance in an encounter with a sick

child.

Observations of Preceptors

The patient populations were almost

exclusively private patients; yet, in almost

all instances patient families accepted, and
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on occasion, welcomed contact with the

nurse trainees. The families were briefed on

the role of the preceptee and agreement was
obtained for the contact. Thus families were
prepared to spend a longer than usual time

in the office.

Supervision of a nurse preceptee caused a

significant reduction in the productivity of

the preceptor. Even in the later stages of

training, when the nurses were relatively

proficient, supervision occupied about 15

percent of the preceptor’s time.

All nurses experience a problem in

accomplishing the role change from nurse

to PNA. Nurses traditionally have been

taught to execute orders and were not

encouraged to make independent decisions.

Trainees did not make the role change until

the later stages of the program. Requiring

the nurses to document all patient encounter

data and assessment of their findings finally

accomplished the desired role change goal.

Physicians were of the opinion the major
difficulties in developing realistic PNA
skills in physical assessment were middle
ear examination, cardiac sounds and
respiratory sounds in that decreasing order.

Comments
This pilot project demonstrated the

viability of utilizing a private pediatric

practice as the major clinical training base

for PNAs. In such an educational program,
however, preceptors need supervision,

direction, and orientation from educators

familiar with PNA training. There are

certain advantages in employing an
ambulatory pediatric practice setting as the

primary base for education. Student PNAs
gain a concept of the values of a “medical

home” and continuity of care in such

settings. Reenforcement of this concept is

less likely in a hospital based outpatient

department where care may be more
episodic or specialized in type. As teaching

resources, latent pediatric practices exist in

many communities. Utilization of such

practice settings will expand the numbers
of potential good nurse candidates who will

avail themselves of continuing education.

Nurses will not be separated from their

community roots, and circumventing need

for establishing a second residence for a
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considerable length of time should reduce

incurred costs.

For this type of educational model to be

successful it is imperative that both

preceptee-nurses and preceptor-directors

receive some orientation in the PNA role

and training objectives. The preceptor-

director should attend the academic center

two to three days. During this time the

director of the clinical phase would be

oriented, establish communication with the

nurse coordinator and collaborate in the

planning of the clinical phases of the

curriculum. This is even more important

where a preceptee and preceptor have

already established a prior employee-

employer relationship. With continuing
communication and supervision from the

academic center, however, successful “on

the job” training can be accomplished.

There are advantages to training more
than one PNA in an office practice at the

same time. Trainees have the opportunity to

exchange experiences, and each learns from
the questions of others. Diversity of prior

clinical experience by the nurses serves to

enhance the learning process.

On the basis of the pilot project certain

modifications in the schedule of a 16 weeks’

program are suggested which conceivably

could improve the training model. It is

recommended that the first two weeks of the

program be devoted to orientation and
exposure to a portion of the didactic

material at the academic center. At this

time reading material could be assigned to

cover the next six weeks. Following the first

two weeks at the academic center, nurse
trainees would spend six weeks in the

clinical base. At the beginning of the second
half of the curriculum, the trainees could

return to the academic center for two weeks
where additional didactic material would
be presented and a mid-term evaluation of

the students’ progress undertaken. The final

six weeks’ training segment would follow as

a continuation of clinical practice in the

preceptee-preceptor relationship.
Continuing contact with nursing
instructors at scheduled intervals provides

nursing peer support and opportunity to

discuss progress and problems.

Conclusion

A private office practice can successfully

serve as the resource clinical training base

for pediatric nurse associates. Utilization of

such settings can expand the availability of

continuing education for nurses and will

make accessible new opportunities for many
able nurses not now in a position to avail

themselves of these programs because of

financial or geographic obstacles and
family or community responsibilities.

A successful project, however, requires

close collaboration and coordination among
a nursing faculty in an educational program
and physicians in the ambulatory setting.

Nursing faculty should have prime
responsibility for the didactic portion of the

training, and the physician should assume
responsibility for the practicum. This dual

effort among nurses and physicians must
continue even to the final evaluation of the

competence of the trainees.
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Doctors,Incorporated.

Should You
Or Shouldn’t

You?

The only reason to incorporate

is to save money The question is

will you?
Roland J. Hymel and Associates,

specialists in tax sheltered trusts,

can make incorporating prof-

itable to you.

Call and let them do a feasibil-

ity study Then if they can't show
you howto save double their fee

in the first fiscal year, they won't

charge you anything.

You've studied a long time

and worked hard, you
deserve a profitable

practice.

ROLAND HYMEL AND ASSOCIATES • ROLAND HYMEL AGENCY • FRINGE BENEFIT ADMINISTRATORS

Financial Planning Center, 2475 Canal St., New Orleans, La. 70119, (504) 581-2900

The Roland Hymel Agency is Associated with State Mutual Life Assurance Company of America, Worcester, Mass.
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Diagnosis of Very Small Gallstones
SEYMOUR FISKE OCHSNER, MD

New Orleans

RADIOLOGIC identification of very

small gallstones may be impossible

unless some of the radiographs are made
with a horizontal x-ray beam. Therefore, a

gallbladder study is not adequate if only a

vertical x-ray beam is used. Hodgson 1

reported on the accuracy of cholecysto-

graphic examinations. The overall results

were stated to be “about 95 percent

accurate,” and the positive identification of

gallstones was accurate in 98 percent.

Errors were due primarily to inability to

identify very small stones.

From the Department of Radiology, Ochsner

Medical Center, New Orleans.

Reprint requests to Dr. Seymour Ochsner, 1514

Jefferson Highway, New Orleans, Louisiana 70121.

As long ago as 1933, Akerlund 2
,
who was

one of the pioneers in diagnostic radiology,

first pointed out the value of obtaining

radiographs with the patient standing

erect. These could be obtained by moving
the x-ray tube down to a position in front of

the patient and directing the x-rays

horizontally while a film was placed behind

the patient. The gallstones would either

float to the top, sink to the bottom, or float in

a layer in mid-position depending on the

relative specific gravities of the gallstones

and the bile. An example of this was shown
and discussed in a recent report in this

series. 3 In 1935, Kirklin 4 pointed out that a

horizontal beam film could be obtained

more easily with the patient lying in right
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Fig 2A,B. Erect (A) and decubitus (B) radiographs.
Note line of floating gallstones in middle of
gallbladder.

lateral decubitus position. We believe that

this position is more comfortable for the

patient, achieves better immobilization, and
is exceedingly useful in cholecystography.

Report of a Case

A 58-year-old Venezuelan housewife
complained of intermittent, mild, right

upper quadrant, abdominal pain for several

months. On three occasions she had had
severe episodes of pain and had seemed to be

jaundiced for intervals up to five days. She

had had no attacks for two months when
first seen at Ochsner Clinic.

A cholecystogram revealed good
concentration and no stones were seen (Fig

1A, B). The horizontal beam films were
obscured by motion, and it was decided to

repeat the study because of the strong

clinical suspicion of gallstones. A repeat

examination revealed a layer of very small

stones, in both erect and decubitus studies

(Fig 2A, B). After appropriate loss of

weight, a cholecystectomy was performed.

Multiple small gallstones (1-2 mm in

diameter) were present. The patient was
seen seven years later and was well.
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NOTICE
MEDICAL ARTS GROUP
401 South Ryan Street

Lake Charles, LA 70601 318-433-1048

New iV ulti-Specialty Clinic being formed, recruiting
1 Internal Medicine
2 Cardiology
3 Family Practice
4 Urology
5 Orthopedics

•

Call collect or write:

Robert C. Looney, M D
Medical Director

or
Ronald J Newman
Business Manager
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Did You Know That

RUCKER PHARMACAL CO., INC.

Is The Only Full Sen ice

Pharmaceutical Manufacturer Distributor

In The State Of Louisiana

Including Complete Manufacturing Facilities

National Sales Force

Fully Staffed Research Facilities

RUCKER PHARMACAL CO., INC.
6540 Line Avenue Shreveport, Louisiana 71106



Electrocardiogram

of the Month

Iatrogenic Block: Central or

Editor

NORTON W. VOORHIES, MD
New Orleans

Peripheral?
JORGE I. MARTINEZ-LOPEZ, MD

New Orleans

The tracing shown below (Fig 1) was taken on a 17-year-old black boy several days after

cardiac surgery for congenital cyanotic heart disease.

Fig 1.

What is your diagnosis?

Elucidation is on page 118.

From the Cardiology Section, Department of Medicine, LSU Medical Center,
Hospital of Louisiana, New Orleans.
Bibliography will be furnished upon request.

and the Heart Station, Charity

114
J. Louisiana State M. Soc.



iiorici

Who Should Live and Who Should Die

Who should be allowed to live, or to die;

and who should determine the answers to

these questions? Should prevailing non-

medical opinion, or a wife, or a husband,

make such determinations? If a patient

avails himself of the technological advances

in medical care and becomes entangled in a

sophisticated life-support device, does he

sacrifice basic rights, or alter his

physician’s responsibilities or duties

traditionally recognized under his

licensure?

Answers to these questions, once simple,

are now made complex by court petitions,

the attention of state legislatures and lead

stories touting varying journalistic

philosophies. This ever-increasing curiosity

into medical questions, pertaining to

medical decisions, serves to confuse many
(including physicians) and prompts more
questions than answers.

Death, once the most universally

understood word in the English language,

no longer claims this distinction. Twenty
state legislatures are studying statutes to

ascertain its definition. The attempted

wording invariably embraces sociologically

oriented wording: “psychological death,”

“irreversible brain death,” etc. If this is to be

a legislative determination, then certainly a

universally accepted definition will be

mandatory.

Death with dignity, allegedly a new-born

problem, promoted consideration in 14

l states in the past two years. Generally these

acts provided that a person 18 or older, of

sound mind, can under certain
circumstances apply to a court for the

discontinuance of extraordinary life-

support measures. Fortunately, at this time,

ao legislature has accepted the respon-

sibility of practicing medicine.

Death has been an anticipated Visitor to

ill since the days of Adam. No practicing

>hysician can escape the medical decision of

pronouncing its arrival. Why then this

sudden concern? Is the physician’s

judgment at death, or his morality being

questioned? Facts do not support this. Most

will accept that patients in need of this

determination of this physiological state, to

the exclusion of any other process, would
rely on his trusted physician. Why then?

Probably the physician fearing malpractice

litigation, seeking publicity, or for some
other unidentified reason, has prompted

this unnecessary attention to the bedside.

The hallmark of medical decisions is

clinical judgment based on medical need,

anatomical and physiological findings and
other complex facets too numerous to list.

(Whether the term “medical necessity”

encompasses all of this is not being judged

here, but if it does, then that is what is being

described). Nevertheless, the need for the

use of or the discontinuance of any life-

support measures or equipment is properly

determined by “medical necessity”. For the

physician, to the exclusion of all other

philosophical justification, only a clinical

(medical) need for, or lack of need for, can

justify the use of, or discontinuance of life-

support measures. Legislatures, courts or

the press should not attempt to alter this

hallmark which has made medicine what it

is today. The questioning of medical

decisions or a physician’s medical morality,

should always be a part of American
medicine, but attempts to alter, influence

or in any way interfere with bedside
medical decisions are undesirable.

To the medically mature physician, death
needs no further definition. Death with
dignity is a treasured heritage and is a

natural process of a doctor’s training.

Questions as to who should die or who
should live (with moral medical care,

tenderly rendered) remain with an Ulti-

mate Authority — the Creator of Adam,
the first to die.
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Doyou feel qualified to

diagnose your

insurance policy?

2^.t Group Consultants we've offered

you a comprehensive insurance

program sponsored by the LSMS since

1972. But we know that terms can

sometimes be confusing in making any

decision about insurance, so here are

some of the most commonly misused

terms and what they really mean.

Non-caneellable: A contract in which

the insurer can not change provisions

of the contract while it is in force.

Unfortunately this usually means the

rate will not be adjusted downward

either.

Guaranteed renewable: A contract in

which the insurer can not change

provisions of the contract except the

premium rate for a specific class of

people. For example Group

Consultants has just reduced

premiums on LSMS disability plans

for all members under 40.

LSMS disability renewal guarantee:

That provision of your LSMS
sponsored plan which guarantees that

your plan cannot be terminated except

by the LSMS, and only when another

LSMS sponsored plan replaces it.

Conversion of your old plan is

guaranteed, thereby affording

you the opportunity to acquire an

additional policy.

Personal Benefit Summary: A
detailed annual recap of personal

insurance benefits and options, made

available only to participants in the

LSMS sponsored programs.

Rehabilitation rider: That portion of

your LSMS disability program which

provides for continuation of benefits

and supplementary payments while

you, the insured, are attempting to

retrain for your own or another

profession.

These are some of the terms as they

apply to your LSMS sponsored

disability policy. However, questions

about other provisions of your policy

may arise and we’re always ready to

answer any questions you may have.

So the next time someone gives you

his diagnosis of your insurance

coverage - make sure he’s diagnosing

in his specialty - call us.

GROUP CONSULTANTS, INC.
BYNUM,GRACE & KIRBY INC.

555 Building, St. Tammany St.

P.O. Drawer 66635 Baton Rouge, La. 70806

(504) 926-6303
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By LEON M. LANGLEY, JR.

About One-Fourth Of American Women don't get adequate prenatal care, according to data compiled

by the National Center for Health Statistics. The report, made public by the National Foundation —
March of Dimes, was based on 1973 birth certificates from 42 states and the District of Columbia.

It showed that about 28% of pregnant women either started prenatal care after the first trimester or

had no prenatal care at all. Of mothers receiving no prenatal care, 21% had low birth-weight babies.

There’s Little Chance that the gap in life expectancy between American men and women will change

much in the foreseeable future, according to the U. S. Census Bureau. Life expectancy for American

women is now 75.3 years, compared to 67.6 years for American men. Although the gap may have

reached a maximum and could diminish slightly, a convergence of life expectancies is considered

unlikely, the bureau said.

Life Insurance Industry should strengthen safeguards against invasion of privacy, urged Boston

insurance broker Benjamin Lipson. Authorization forms required of insurance applicants are like

"a search warrant without due process,” he charges in the recent issue of Insurance/Doctor newsletter.

Project USA, the American Medical Association's program that provides physicians for needy areas,

is seeking volunteer physicians. Interested MDs should contact John Naughton, AMA, 535 N.

Dearborn, Chicago, Illinois 60610; (312) 751-6388.

The Results Of Studies Of Medical Liability Cases sponsored by two national associations dispute

many preconceived ideas of the causes and effects of the insurance crisis. Preliminary reports from

a study made by the National Association of Insurance Commissioners (NAIC), indicate that in the

majority of cases studied, errors in judgment rather than performance of medical procedures

triggered the patients’ complaints. The most common injuries resulted from an initial misdiagnosis.

The NAIC study covered 4,348 cases of major insurers closed since last July. The survey also

indicated that although orthopedists, obstetricians, gynecologists, cardiologists, and anesthesiologists

generated a high number of claims, the majority of claims named doctors who do not perform any

surgery. In addition, the NAIC study revealed that more claims were brought against board-certified

physicians than those not certified. The All-Industry Committee on Medical Malpractice of the

American Insurance Association findings showed that awards or settlements for more than $100,000

represented 2.5% of the incidents, but resulted in more than 50% of the total amount awarded.

Awards or settlements of more than $25,000, which represented 8% of all incidents, resulted in

more than 75% of the total amount awarded.

An Important Factor in the 19.7% increase in Social Welfare expenditures in fiscal 1975, ’ has been

the growing role of the Federal government in providing health service,” according to the Depart-

ment of Health, Education and Welfare. Through 1965, when Medicare was enacted, the govern-

ment was financing less than half the public bill for health; by 1975, however, the Federal share

was more than two-thirds. According to HEW, Social Welfare expenditures under public programs

increased to $287 billion in fiscal 1975. This was a one-year dollar increase of $47 billion, "the largest

in history, and a rate of increase of 19-7%, largest since the immediate post-World War II period

when veterans benefits were greatly expanded."
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ELECTROCARDIOGRAM OF THE MONTH

Electro-

cardiogram

of the Month
ELUCIDATION

DIAGNOSIS: Complete right bundle
branch block

Analysis of ECG
Normal sinus rhythm is present. The

electrical axis in the frontal plane is

abnormally deviated to the right. The P
waves are broad and notched, indicating

atrial pathology. A complete right bundle
branch block (CRBBB) pattern is seen in

the precordial leads. The ST segments and

T waves show secondary changes.

Discussion

The appearance of CRBBB following

right ventriculotomy has been attributed to

surgical injury to portions of the right

intraventricular system. This electrocar-

diographic complication has been the focus

of recent interest and a source of

controversy. Much of the controversy

revolves around the precise mechanism,
clinical significance, and prognosis of the

iatrogenic conduction abnormality.

With regard to the mechanism by which
CRBBB develops following right
ventriculotomy, recent reports implicate

two sites where injury can occur: centrally

and peripherally, alone or in combination.

Earlier studies in patients undergoing
right ventriculotomy strongly indicated

that CRBBB was primarily or solely related

to the ventricular incision. It was noted that

in some instances CRBBB occurred
immediately following the right ventricular

incision and prior- to correction of the

cardiac anomaly. Other evidence also

suggested that development of RBBB in

those patients was likely related to the

direction (vertical vs. transverse), location,

and total length of the incision on the free

wall of the right ventricle. These
conclusions were subsequently challenged

because a relatively large number of

patients do not develop CRBBB after a

right ventriculotomy. Presently, the gen-

eral consensus is that, in some patients,

ventriculotomy — induced CRBBB is the

result of disruption of a peripheral branch
or branches of the right bundle branch or its

arborization (peripheral right ventricular

delay).

In another group of patients,
postoperative CRBBB may result from a

more central lesion (true RBBB) related to

surgical trauma — injury to or hemorrhage
to the main right bundle.

A last group may be one in whom
ventriculotomy — induced CRBBB is due to

a combination of peripheral and central

lesions.

Unfortunately, current electrocardio-

graphic criteria do not provide a means of

differentiating between the three groups.

Okoroma, et al 1

, however, have expressed

hope that analysis of the Frank vectorcar-

diogram will make it possible to

differentiate central from peripheral injury

by the appearance of the initial vector-

cardiographic forces.

The prognostic significance of

ventriculotomy — induced CRBBB has not

been clarified yet. Claims have been made
that it is associated with increased incidence

of late complete heart block and sudden
death; but other reports accord it a benign
prognosis.
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Organization Section

The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

SAM HOBSON, MD

Recently, Dr. Sam Hobson was honored at

a banquet hosted by the governing board of

the Southern Baptist Hospital in New
Orleans. This Journal , which he has served

for so many years feels, it too, is compelled to

express its appreciation for his continuing

contributions to Louisiana medicine.

New Orleans, it seems, has always

received special attention from God. When
one considers this city rose from a swamp
surrounded by mosquito-infested marsh, no

one could have anticipated that it would

become one of the country’s great medical

centers.

When tuberculosis, malaria, typhoid

fever and other epidemic diseases seemed

destined to stifle its growth, God sent to New

April, 1976 — Vol. 128, No. 4

Orleans a young, energetic, intelligent

physician — Dr. Sam Hobson.

He very rapidly became known for his

competence in internal medicine, his

kindness and his intense dedication to

patient needs. His contributions to primary
bedside care, particularly to those patients

afflicted with cardiac diseases, have been

equaled by few in American medicine.

In recognition of his expertise in

cardiology, he was elected (and re-elected

for many years) to serve as a regional

governor for the American College of

Cardiology. In addition, he has served as

president of the Medical Staff of Southern

Baptist Hospital; has served as president of

the Orleans Parish Medical Society; has

served for many years as a representative of

Orleans Parish to the House of Delegates of

the Louisiana State Medical Society; and
has served as secretary to the board of the

Journal of the Louisiana State Medical

Society
,
the fourth oldest medical journal in

the world. The presidency of the state

society was offered on several occasions, but

he declined believing that the time required

would subtract substantially from his

primary pursuit — patient care.

If his sincere concern and dedication to

the care of his patients could somehow be

infused into the training of interns and
residents, the cherished “doctor image”

would never tarnish.

For those who are fortunate enough to be

associated with Dr. Hobson on a day-to-day

basis, there is an awareness of certain

dimensions of patience and respect of

mankind in his personality; these offer to

each of us the capability of being better

Samaritans, better friends and better

physicians by knowing him.
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A powerful lot of people

have been saving at

Eureka since 1 884

See Eureka for Home Loans

2525 Canal Street Phone 822 0650
I 10 Belle Chasse Hwy
West Bank Division

EUREKA HOMESTEAD SOCIETY

GENERAL ACCOUNTING OFFICE (GAO)

COMPARES SOCIAL SECURITY ADMINISTRATION

One of the great outcries of the day is that privately

oriented health care is not economical and systematic

enough and that the federal government should spring

to the rescue, a la Rin Tin Tin. How deft is the

government (notably the Social Security
Administration) in cost management? How qualified is

it to administer any program of National Health

Insurance? How blameless is it for the expense of

Medicare?

Negative answers can be inferred from a recently

released study of Medicare Part A cost performance.

What makes the study especially noteworthy is its

source: the General Accounting Office (GAO), a federal

agency.

GAO compared SSA’s performance with that of four

private insurance companies in dealing with

institutional providers of Medicare services.

The average cost — excluding audit — of a bill

processed by SSA’s Division of Direct Reimbursement
(DDR) was $12.39 in 1973, compared with $7.31 for

Travelers, $7.28 for Mutual of Omaha, $3.81 for Blue

Cross of Chicago, and $3.55 for Blue Cross of Maryland.

The lower costs for the “Blues” were attributed partly

to their smaller, more wieldy territories.

However, GAO found that “higher salaries and lower

productivity appear to be major reasons for the higher

costs of the Division (DDR), which, unlike the private

intermediaries, had no production standards.”

DDR’s annual compensation exceeded that of

neighboring Maryland Blue Cross by 25% for

accountants and auditors, 51% for claims examiners.

AFTER

YOU LEASE A CAR,

ITS TOO LATE TO LEARN

-ABOUT AUTO LEASING! -

Why not find out beforehand just what your lease offers you. We at

Bailey Lincoln-Mercury are sincerely interested in seeing that you

are given a lease that is tailor-made to fit your needs. Our ever-

growing list of accounts is ample testimony that our lease agreements

are ideally suited for the individual's needs. We offer the type of

service you expect and deserve.

Could we give you more information about automobile leasing?

I
1

NAME

ADDRESS.

CITY , STATE. ZIP.

TELEPHONE.

1535 POYDRAS • Across from SuDerdome
NEW & USED CAR SALES • 522-6611

Showroom open 8 a m - 9 p m Mon Fri and 8 to 6 Sat
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“Despite DDR's higher costs,” the report continued,

“it generally took longer than other intermediaries to

pay bills and settle with providers. Its error rate was
average.”

Adding to the weight of the findings is the

nonpolitical, independent character of the General

Accounting Office. It is the fiscal watchdog of

Congress, though its head (the Comptroller General) is

appointed by the President. Its Medicare report was a

detailed response to questions put to it by the House

Ways and Means Committee chairman.

All of this should be borne in mind in weighing the

rebuttals from the Department of Health, Education,

and Welfare — and from Max W. Fine, executive

director of the Committee for National Health

Insurance and prolific writer of sly “letters to the

editor” of newspapers.

HEW and Fine, call the report outdated. But DDR’s
lack of cost data (GAO had to develop them) could help

explain the delay.

HEW contends that its costs per bill are overstated

for 1973 since bills processed through magnetic tape

are excluded. HEW also maintains that costs have

dropped since 1973, though this is also true for other

carriers in the study. GAO said it has not verified the

new figures.

So the burden of proof hangs heavily on the Social

Security Administration. Meanwhile, Congress ought

to think hard about the report from its fiscal watchdog.

And think hard about making SSA the health-

insurance administrator for the public at large, as

proposed in such legislation as the Kennedy bill.

WANTED

Louisiana — Emergency Department

Physicians — $53,000.00 guarantee.

Quality nucleus needed for expansion

of established group. Superb facilities

and medical community. Graceful old

south atmosphere. Excellent hunting,

fishing, water sports, climate.

Fringes:

Malpractice, Major-Medical, Hospi-

talization, Life, Disability.

Call or Send C.V.:

GCEP
3325 Plainview, Suite 7

Pasadena, Texas 77504

713-944-6300

Across the
street,

but
worlds away.

The Pontchartrain Hotel

appreciates the continuing

friendship and patronage of

members of the Louisiana State

Medical Society. We’ve catered

to our distinguished guests

"from across the street" for a

good many years now. . . and

we wish to continue in years

to come.

Our management and staff

are anxious to accommodate
your out-of-town guests and to

provide facilities for your small

meetings, luncheons and
dinners.

At The Pontchartrain, we
believe that you and your col-

leagues deserve to be pampered.

For reservations, call 524-0581

The Pontchartrain
Hotel

“Where dining in the Caribbean Room
is only one of your pleasures”

2031 ST. CHARLES AVENUE,
NEW ORLEANS, LOUISIANA 70140

E. LYSLE ASCHAFFENBURG, Chairman of the Board

ALBERT ASCHAFFENBURG, President

JEFFREY SCHAEFER, General Manager

Member, Preferred Hotels Association
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CALENDAR
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month Lake Charles

Calcasieu Fourth Tuesday of every month Baton Rouge

East Baton Rouge Second Tuesday of every month

Jackson- Lincoln- Union i hird Tuesday of every month
except summer months

Jefferson Third Thursday of every month

Lafayette Second Tuesday of every month Lafayette

Lafourche Last Tuesday of every other month

Morehouse Third Tuesday of every month Bastrop

Natchitoches Second Tuesday of every month
Orleans Second Tuesday of every month New Orleans

Ouachita First Thursday of every month Monroe
Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month
Tangipahoa Second and fourth Thursdays of

every month 1 ndependence
Terrebonne Third Monday of every month
Second District Third Thursday of every month
Shreveport Quarterly— First Tuesday Feb., April, Sept., Nov. Shreveport

Vernon First Thursday of every month

PAINT REMOVER FUMES DANGEROUS
TO HEART PATIENTS

A popular hobby for older, retired persons —
furniture refinishing — may be seriously dangerous to

the health of individuals with heart problems, says a

report in the January 26 issue of the Journal of the

American Medical Association.

In-home use of paint removers containing a chemical

known as methylene chloride results in absorption of

this solvent, which the body then converts into carbon

monoxide, says Drs. Richard D. Stewart and Carl L.

Hake of the Medical College in Wisconsin, Milwaukee.

Carbon monoxide causes heavy stress on the heart,

and patients with diseased cardiovascular systems may
not be able to tolerate this unexpected stress, they

report.

The physicians report on a study of four healthy men
ranging in age from 19 to 47 years. All were volunteers

and the risk was carefully explained to each. The four

were subjected to the paint solvent in a closed area for

several hours each, and the carbon monoxide content of

the blood was then analyzed. Each showed a marked
increase. Normally healthy individuals can overcome
this effect, but older people who already have heart

problems are less able to cope.

Conversion of the inhaled solvent to carbon

monoxide continues for several hours after the

individual ceases using the paint remover.

The report cites the case of a 66-year-old retired

executive who had three separate heart attacks after

using the solvent in a closed room. The third caused

death. In each episode he had worked for several hours

in a basement workroom with the paint remover.

It has been known for several years that paint

removers can cause heart problems, but at present the

warning labels on the containers make no mention of it,

say Drs. Stewart and Hake. Until such time as a

government agency takes action, physicians are urged to

make their elderly heart patients aware of the hazard.

MENTAL HEALTH: PHILOSOPHICAL
PERSPECTIVES — MAY 16, 17, 18, 1976

The Institute for the Medical Humanities of the

University of Texas Medical Branch will host, through a

grant from the Hogg Foundation, the Fourth

Symposium on Philosophy and Medicine, devoted to the

theme, "Mental Health: Philosophical Perspectives."

Major speakers will include: Chester R. Burns

(University of Texas Medical Branch); Alan Donagan
(University of Chicago); Horacio Fabrega (Michigan

State University); Leonard Feldstein (Fordham
University); Thomas S. Szasz (State University of New
York, Syracuse); Irving Thalberg (University of

Illinois); Stephen Toulmin (University of Chicago); and

J. H. van den Berg (University of Leiden).

There are no registration charges. For information

concerning this Symposium please write to: Professor

H. Tristram Engelhardt, Jr., Institute for the Medicine

Humanities, University of Texas Medical Branch,

Galveston, Texas 77550, (713-765-2376), or Professor

Stuart F. Spicker, Department of Community Medicine

and Health Care, The University of Connecticut Health

Center, Farmington, Connecticut 06032, (203)

674-2354.

AAP KICKS OFF 1975-76 PEDIATRIC
JOURNALISM AWARD CONTEST

The American Academy of Pediatrics has just

initiated its first journalism contest for articles written
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for the lay public on the subject of pediatrics from July 1,

1975 through June 30, 1976.

The awards program was established to recognize

journalism that contributes to a greater public under-

standing of child health, disease and treatment, pediatric

research, and the role of the test is made possible

through a grant from Ross Laboratories, Division of

Abbott Laboratories.

An award of $1,000 will be made for the best

newspaper article and an award of $1,000 for the best

magazine article. Awards will be presented to the

winners at the annual session of the AAP in October

1976, in Chicago. Air fare and travel expenses will be

provided for the winners. Deadline for submission of

entries is August 31, 1976.

The American Academy of Pediatrics is the Pan-

American association of physicians certified in the care

of infants, children and adolescents.

NARC RESEARCH GRANT PRODUCES NEW
“FETAL WELL-BEING” INDEX

A new biochemical product which someday may help

prevent mental retardation has been developed by Dr.

Ajay Bhatnagar at Virginia Commonwealth
University.

Dr. Bhatnagar’s work, supported by a grant from the

Research and Demonstration Institute of the National

Association for Retarded Citizens, has led to the

production of an antibody which can be used to

measure minute quantities of a substance produced by

the developing fetus during late pregnancy.

Sharp declines in the level of this substance, called

estetrol, often signal the beginning of complications in

pregnancy leading to premature deliveries, prolonged

or abrupt labor and, consequently, birth injuries

including mental retardation.

The problem has been to develop a method of

accurately measuring the amount of estetrol produced

by the infant in the womb. Compounding the problem

was the fact that another hormone, occurring in

quantities 1,000 to 10,000 times higher than estetrol,

reacts similarly to it and thus makes the measurement
problem even more difficult. Despite these difficulties,

it was important to find a way to accurately measure
estetrol because it is thought to be a reliable and

satisfactory indicator in certain disease conditions.

Dr. Bhatnagar’s study was based on the well-known

fact that when foreign bodies are injected into an

organism, the animal’s immune defense system will

react by producing an antibody which “fights” the

foreign matter. Dr. Bhatnagar first developed an

estetrol-based compound and then injected it into male

rabbits, which generated antibodies believed to be

ideal for measuring estetrol. The rabbits will continue

to produce the antibody as long as they are alive and

more can be inoculated as the need for antibody arises.

Now researchers can use this new antibody to

measure the amount of estetrol being produced by

developing human fetuses, because estetrol is passed

out of the mother’s body in the urine. A laboratory test

What should a girl, unwed and in need

of help do, when she finds herself

pregnant?

If you will refer her to us— the

Volunteers of America—we will make
certain that she is well cared for and

her baby is given the opportunity for a

healthy, happy life. Our services include

full pre-natal, delivery and post-natal

care in modern, attractive surround-

ings— counseling by trained and com-
passionate professionals and placement

of the infant through adoption, if

desired.

For a confidential discussion, phone

Mrs. O'Brien of the Volunteers of

America in New Orleans (504) 891-7713.

V.
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using the antibody and a urine sample will tell just how
much estetrol is present.

Potentially, this test can be used to tell physicians

when and if it is necessary to induce labor under

controlled conditions and thereby avoid and prevent

complications leading to birth injuries.

Further research will evaluate the importance of

estetrol in monitoring pregnancies complicated by

hypertension and Rh disease, in which the mother’s

blood is incompatible with the baby’s and develops

antibodies which fight the baby’s blood. The estetrol-

specific antibody developed through this NARC grant

will make those future studies possible.

The National Association for Retarded Citizens is a

voluntary organization comprised of over 300,000

members in some 1,800 local and state member
associations.

NARC’s Research and Demonstration Institute

works to improve the life of retarded persons and to

prevent mental retardation through research,

demonstrations and the development of new
approaches and policies.

Dr. Frank Menolascino is NARC president, Dr.

Philip Roos serves as NARC executive director and Dr.

Brian McCann is institute director.

LINK BETWEEN DIET, HYPERKINESIS UNPROVEN

You are what you eat? Maybe, but the American
Academy of Pediatrics’ Committee on Nutrition has

said that, to date, scientific evidence is still lacking to

prove the currently-popular theory that food additives

in a child’s diet can cause hyperkinesis.

The Committee made the statement in the April issue

of News + Comment, the Academy’s monthly news and

feature publication. Noting that many questions have

been raised by the diet and food additive theory, the

Committee said that a review of the published

information “yields no evidence that dietary

modification plays a role in the treatment of children

with hyperkinesis.”

The theory that food additives and certain natural

components of common foods can cause hyperactivity

has been widely publicized. It has been estimated that

five million children in the country, or between 3 and 10

per cent of the grade school population, have been

diagnosed as hyperkinetic.

The Nutrition Committee referred to the 1975 report

to the Nutrition Foundation by a national advisory

committee on hyperkinesis and food additives which

said that “data from critically designed and executed

studies, free of the deficiencies of design noted, must be

available before firm conclusions can be reached” on

the relationship between food additives and
hyperkinesis.

The statement said recommendations for studies

necessary to obtain “definitive, interpretable data” on

the question have been made, and a Department of

Health, Education and Welfare group is currently

considering a federally-funded study of the question.
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Meeting Louisiana’s

Physician Manpower Needs

Four articles in this issue of the Journal

examine some of the physician manpower
needs of this state, and raise a number of

questions as to how we should plan for the

future.

We have been concerned with these issues

at the LSU School of Medicine in New
Orleans for some time and believe we have

an obligation to conduct our educational,

service and research programs, so far as it is

possible, to help meet the health care needs

of the state. We believe that we have an
obligation to train more primary care

physicians and particularly family
medicine physicians.

In 1969, a section of family medicine was
established in the LSU Department of

Medicine in New Orleans, and family

medicine was accorded full departmental
status in 1974. At the present time, this

department has 7 full-time, 24 part-time

and 70 volunteer faculty. Our first family

medicine residency program, at the Earl K.

Long Memorial Hospital in Baton Rouge,

approved in 1971, now has 24 residents in

training. The second residency program
was approved for the Lake Charles Charity

Hospital in 1973 and now has 12 residents in

training. Both programs are housed in

modern, well-equipped model family

Dr. O’Quinn is the dean of the LSU School of

Medicine, 1542 Tulane Ave., New Orleans, La. 70112.

SILAS E. O’QUINN, MD
New Orleans

practice centers. Planning has been
underway for over two years to establish a

third family medicine residency in

Bogalusa, and planning has begun for a

fourth program at Charity Hospital in New
Orleans. The Department of Family
Medicine in the Shreveport School of

Medicine, established in 1972, had its

residency program for 18 residents

approved in 1975. These programs have

increased our students’ interest in family

medicine. A survey of senior medical

students at the school in New Orleans, taken

approximately four years ago, revealed that

barely 15 percent were seriously
considering a career in family medicine,

while a similar survey taken a year ago

indicates that over 30 percent are now
seriously considering such careers.

We realize that simply increasing the size

of medical school classes is not the sole

answer to the various health manpower
problems which face Louisiana. For several

years, the admissions policy of both the LSU
schools of medicine in New Orleans and
Shreveport has been to admit only

Louisiana residents, knowing that they are

more likely than out-of-state residents to

remain in the state for practice. However,
since we have increased the sizes of our

entering classes, having almost doubled the

positions available to Louisiana residents in

the LSU schools of medicine, increasing
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GUEST EDITORIAL

numbers of our students will have to leave

the state each year for residency training.

This trend will certainly continue unless

existing residency programs are upgraded,

teaching hospital facilities are improved

and additional residencies, particularly in

family medicine, are established.

Charity Hospital in New Orleans, which

has for so many years been the training site

for the majority of physicians who now
practice in Louisiana, is particularly in need

of substantial improvements, and it is

becoming increasingly difficult to maintain

quality educational programs in this great

old hospital, which was once truly one of the

great medical education centers in the

country. For far too long, too many of our
citizens have viewed this hospital as being
primarily an institution to treat the poor

and destitute and have failed to fully

appreciate the equally important role that

Charity Hospital plays in the education of

physicians, nurses and other health-related

personnel.

I would like to close this editorial on a

positive note. I feel confident that with the

support of physicians and other citizens in

this state, and with the support of the

Legislature, we can continue to develop the

educational programs which will meet the

health manpower needs of Louisiana in the

years ahead.

HIBERNIABILITY:
Ways to help you help yourself

Banks offer a lot of services and most of you are
familiar with them. At Hibernia we offer them all, but
we also offer you more than the usual banking services.

At Hibernia we’re not just concerned with your specific

banking needs. We’re also concerned with giving guid-
ance and direction to your whole financial life. With
helping you and your family to a more secure financial

future. That’s Hiberniability.

HIBERNIA
NATIONALBANK

>;
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The Primary Care Physician

hen medical schools and hospitals plan

their residency program, they are, in

essence, designing an essential part of the

health care delivery system. To accomplish

this task, careful consideration must be

given to the question of how many and what
kind of medical experts should be produced.

The plans for such a system must be flexible

enough to meet the changing picture of

health care “needs” and to take advantage of

new knowledge, personnel and techniques.

Recent national reports suggest that the

area of greatest need for physician

specialists is in the primary care field.
1-4

The primary care physician may be a family

practice physician, internist, or pediatri-

cian, and at times, an obstetrician-gynecolo-

gist. He may supervise a “team of health

workers” or not. He may be in a group

practice or he may work alone. For this

discussion, we are defining the primary
care physician as the physician responsible

for a patient’s continuing comprehensive

health care. To deliver comprehensive

health care, the physician must provide

health services, both preventive and
curative, needed by each patient on a

continuing basis. This includes the

provision of “patient pursuit,” ie, making
sure that the patient is aware of his needs

and aiding him in receiving necessary

services. The primary care physician must
be a specialist in coordinating the expertise

of many different disciplines to make the

best decisions for the overall physical,

emotional and social well-being of his

patient.

Providing the quality and quantity of

primary care physicians needed in our state

requires consideration of many questions.4'7

Dr. Oalmann is with the Department of Preventive

Medicine and Pathology, LSU Medical Center, 1542

Tulane Avenue, New Orleans, Louisiana.

Dr. Sapperfield is the associate dean. Academic and

Curricular Affairs, LSU School of Medicine, 1542

Tulane Avenue, New Orleans, La. 70112.

MARGARET C. OALMANN, DR. PH
ROBERT W. SAPPENFIELD, MD

New Orleans

We will attempt to briefly outline a few of

them:

Questions for Consideration

1. What are the competencies required of

a primary care physician? Many people

argue that primary care is merely the

combination of skills and knowledge
derived from existing specialties. Indeed,

much of primary care today is given by
physicians who have been trained in very

specialized settings, even surgery. While a

few may provide good primary care, it is

more by accident than design. We must do

better in training primary care physicians.

The basic general medical information

needed by all physicians cannot be the end-

point in the training of primary care

physicians. They should have an identity of

their own. They must have a unique body of

knowledge of their own. The education and
training program should not be just pieced

together from existing specialties. We must
define in positive terms the expertise of

these primary care physicians. They must
have specific training if they are to provide

first contact care; treat basic problems —
including environmental and psychological

needs — with emphasis on and concern for

the total patient; provide greater under-

standing of the needs of the patient and his

family; and be expert in moving him
through other parts of the health care

system in a smooth, efficient, humane
manner. The primary care specialist should

be the one who “puts together everything”

for his patient including consultation from
other specialists. He should not be a

generalist, even when in solo, rural practice.

2. What are the major medical
experiences needed to acquire these

competencies? How many or how much?
These questions can only be answered when
we have completely answered the first, but

even then we must recognize that

requirements will change as our body of
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scientific knowledge changes and as the

needs and demands of the population

change. However, there are major areas of

care (well and sick) for which we know
education must be provided:

a. Long-term training with some specific

population is necessary in order to provide

knowledge of family and patient manage-
ment, including counseling, growth and
development, management of chronic

disease, early detection of disease,

methods of and effect of health education,

teamwork and use of other specialists as

consultants.

b. Intermediate terms of training may be

needed for some specifically identified

areas where concentrated experience

would be necessary such as management
of certain episodic illnesses, diagnosis

and management of the presenting phase

of chronic diseases, detection and
management of behavioral problems,

perhaps even in health education.

c. Short-term concentrated periods may
be needed for experiences such as emer-
gencies, minor surgery and common
infections. These experiences should all

be designed to meet the needs of the pri-

mary care physician and not just to expose

him to what others are doing. He may
“add on” special expertise, but he must
have his own well-defined core of experi-

ence.

3.

What type or types of medical training

settings are needed? If the major medical

experiences just described are indeed

necessary, the implications are very
important in determining training settings.

Some of these experiences may be acquired

in traditional emergency rooms, inpatient

hospital services, or outpatient facilities.

Others, however, require a more specialized

setting. Whether we choose to make these

model areas — ambulatory care centers,

rural office practices, satellite clinics, or

specially adapted hospital facilities — will

depend on many factors. Consideration

should be given as to how many of which

type primary care physicians or assistants

we will be training. If the proportion of each

type changes over time, will we be able to

use the same settings? Will necessary

consultation be available? How can we
assure continuity of the long-term experi-

ences necessary? With the recognition that

resources are not unlimited, with pressures

for cost containment, and with the necessity

of providing real quality education, we must
make our choices wisely. These settings

must be adaptable!

4. Questions such as the following could

not be considered independently: Should the

primary care physicians and assistants

train together? What kind of physician

assistants should we be training? When the

present graduate trainees are ready to

practice, how many of the different types of

personnel who deliver primary care will be

needed? How many students will enter each

of these programs?

If the primary care physician and
physician assistant are to work together as a

team, it seems desirable that some of their

training should be together. Consideration,

however, would have to be given as to how
many people can be trained with the same
patients.

The types of physicians and assistants to

be trained would depend on the needs and

desires of the populations to be served as

well as the personnel and facilities available

for training them. It will also depend on our

methods of selecting students for the health

professions, and the exposure of these

students, during their pre-professional

degree programs as well as their degree

programs, to the field of primary medicine

as an exciting, rewarding career choice —
not a sort of second class medical area. As
always, the availability of a strong “model”

to follow and the presence of high quality

attractive residency programs will also

influence the students’ decisions.

5. The final question to consider is how
can we establish a training setting that can

be adapted to changing needs in the

primary care field? This question is very

important. The construction of an expensive

model system which cannot be adapted to

changing needs could be disastrous. The
planners must understand the people to be

served — patients, students and educators.

We cannot plan a system for isolated rural

populations and find that most of the people
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are moving to urban areas, or for family

practice residents only to find that students

are choosing pediatric or internal medicine

primary care residencies.

Conclusion

We realize that we have not answered any

of these questions, but this was not our

intent. We have only tried to illustrate some
of the factors that must be considered as we
plan for the future of primary care. We hope

that it will stimulate you to think of others.
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Statewide Physician Manpower Planning in Louisiana:
Louisiana’s Shortage of Primary Care Physicians

^This is the fourth in a series of reports to

describe the planning activities of the

Committee for Statewide Planning for

Physician Manpower and Residency
Programs.* * Through an analysis of

Louisiana’s supply of physician manpower
by specialty, the committee found that

Louisiana’s shortages involve most
disciplines; however, as is the case nation-

wide, the most acute shortages are in the

primary care specialties. For the purposes

of this and subsequent reports, the primary
care specialties are operationally defined as

general/family practice, general internal

medicine and general pediatrics since

physicians in these specialties have the

delivery of continuing comprehensive care

to patients emphasized as major
components of their educational and patient

care programs. It should be recognized that

other types of physicians deliver primary
care and that not all the specialists included

by this definition necessarily deliver

primary care.

This report describes the growing
shortage of primary care physicians in

Louisiana, how this shortage came about,

what steps have been taken and what steps

Ms. Allison is an institutional research analyst,

LSU School of Medicine.

Dr. Sappenfield is the chairman of the Committee
for Statewide Planning for Physician Manpower and
Residency Programs.

* Institutions represented on the committee include:

Louisiana State Medical Society, Louisiana State

University Medical Center, Tulane University Medical

Center, Charity Hospital of Louisiana, Confederate

Memorial Medical Center, Veterans Administration

Hospital, Ochsner Foundation Hospital, Southern

Baptist Hospital, Hotel Dieu, Louisiana Health and

Human Resources Administration, Health Education

Authority of Louisiana, and the Louisiana State Board

of Medical Examiners.

Funds have been awarded by the Louisiana

Regional Medical Program and the LHHRA Division

of Hospitals to support this committee’s activities.

PAMELA S. ALLISON
ROBERT W. SAPPENFIELD, MD

New Orleans

are needed to help alleviate the problem.

The report is limited to the quantitative

aspects of Louisiana’s primary care
physician shortage problem, without
consideration of other aspects of the

problem area, such as geographic
accessibility, economic accessibility, quality

of care and use of physician extenders and
substitutes.

Quantitative Data Related to Primary

Care Physicians in Louisiana

Table 1, “A Comparison of the Number of

Physicians and Primary Care Physicians

During the Period 1963-1973,” illustrates

the growing shortage of active primary care

physicians in Louisiana over a ten-year-

period. During this time, the number of

active primary care physicians decreased

by 176. This loss in number was com-
pounded by Louisiana’s population growth;

and the number of primary care physicians

per 100,000 population decreased from 45.6

in 1963 to 36.7 in 1973. During this same ten-

year-period, the number of active
physicians, all specialties included, in-

creased by 719. The rate of physicians per

100,000 population increased from 89.0 in

1963 to 100.1 in 1973..

Data on the specialty choices of the

graduates of LSU School of Medicine in

New Orleans (hereafter referred to as

LSU-NO) and Tulane School of Medicine,

obtained from the American Medical

Association through its Physician Master-

file, are presented in Table 2. (Data on LSU
School of Medicine in Shreveport [LSU-S]
graduates were not available, since the

school’s first class graduated in May, 1973,

and the data obtained were “as of December
31, 1972.”)

It can be seen that the number and
percentage of graduates of LSU-NO and
Tulane medical schools entering the
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TABLE 1

A COMPARISON OF THE NUMBER OF PHYSICIANS AND PRIMARY CARE PHYSICIANS
SERVING LOUISIANA'S POPULATION FOR THE PERIOD 1963 - 1973

Year No. of Active
Non-Federal Physicians
in Louisiana as of
Dec. 31 of Given Year
(Interns & Residents
excluded)

No. of Active
Non-Federal Primary
Care Physicians* in
Louisiana as of Dec. 31
of Given Year (and % of
Total Physicians) (In-
terns & Residents excluded)

Physicians per Primary Care
100,000 population Physicians per

100,000 Population

1963 3,036 1,553 (51.2) 89.0 (or 1/1,124) 45.6 (or 1/2,197)

1964 3,106 1,565 (50.4) 89.5 45.1

1965 3,184 1,559 (49.0) 90.4 42.3

1966 3,213 1,515 (47.2) 90.1 42.5

1967 3,269 1,536 (47.0) 91.0 42.8

1968 3,337 1,496 (44.8) 92.6 41.5

1969 3,343 1,360 (40.7) 92.4 37.7

1970 3,449 1,383 (40.1) 94.0 37.7

1971 3,605 1,395 (38.7) 97.0 37 .

5

1972 3,741 1,399 (37.4) 100.0 37 .

4

1973 3,755 1,377 (36.7) 100.1 or (1/999) 36.7 (or 1/2,725)

No. & % In-
crease or
Decrease
1963-1973

+719/+23.7% Physicians
(all specialties)

-176/-12.8% Primary Care
Physicians

-125 Persons per
Physician (all
Specialties)

+528 Persons per
Primary Care
Physician

* Not including the few primary care physicians in the AMA "Not Classified" category.

Source : Distribution of Physicians in the U.S. , 1963,1964,1965,1967,1968,1969,1970,1971,1972,1973,
AMA, Chicago, Illinois.

TABLE 2

NUMBER OF GRADUATES IN PRIMARY CARE AND NON-PRIMARY CARE
SPECIALTY GROUPINGS* AND PERCENT IN PRIMARY CARE, BY SCHOOL AND YEAR OF GRADUATION

LSU (New Orleans) Tulane
Year of
Graduation
from
Medical
School

Number of
Primary
Care
Graduates

Number of
Non-
Primary
Care
Graduates

Percent
in
Primary
Care

Number of
Primary
Care
Graduates

Number of
Non-
Primary
Care
Graduates

Percent
in
Primary
Care

Before 1950 404 509 44.2 852 1,344 38.8

1950 - 1954 220 215 50.6 235 34 6 40.4

1955 - 1959 174 300 36.7 180 401 31.0

1960 - 1964 141 290 32.7 118 364 24.5

Graduates include those who were active non-federal physicians (not interns or residents)
as of December 31, 1972.

primary care specialties have been steadily

decreasing. Among graduates of the years

1960-1964, the percentage in the primary
care specialties had declined to 32.7 percent

for LSU-NO graduates and 24.5 percent for

Tulane graduates.

The increasing percentage of LSU-NO
graduates, mainly of those in the primary
care specialties, remaining in Louisiana for

132

practice and the higher percentage of

primary care graduates who remained for

practice as compared with that of the non-

primary care graduates are noteworthy

points in Table 3. The percentage remaining
in Louisiana for practice has decreased

slightly among successive groups of Tulane

graduates, with about 22 percent remaining
overall. The percentage of Tulane graduates
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in non-primary care specialties remaining
in the state for practice has varied slightly

over time, while the percentage of primary
graduates remaining has been steadily

decreasing. Although not within the

purposes of this report, it might be noted

from Table 3 that Louisiana has been
a physician exporting state. This is even

true of LSU-NO School of Medicine, which
has mainly graduated Louisiana residents.

Preliminary figures indicate that the

number of physicians graduated from

medical schools outside of Louisiana who
came to Louisiana for practice have not

made up for the number of Louisiana

graduates leaving the state. Further studies

in this area have been initiated.

Although there has been an increase in

the combined percentage of LSU-NO and
Tulane graduates in the primary care

specialties remaining in Louisiana for

practice (from a level of 43.5% of the 1950-

1954 graduates to 49.0% of the 1960-1964

graduates), this increase in percentage has

not made up for the decrease in the actual

number of graduates entering the primary
care specialties, that is, from 455 in the

1950-1954 graduating classes to 259 in the

1960-1964 graduating classes. The
combined percentage for LSU and Tulane
1960-1964 graduates entering the primary

care specialties was only 28.4. As illustrated

in Table 1, the numbers entering a primary
care practice in Louisiana have not com-
pensated for the number of primary care

physicians lost through death, retirement

and other attrition factors.

Data beyond the graduating class of 1965

have not been included in Tables 2 and 3

since the majority of these graduates have

not entered practice, because of military

service obligations, internship and resi-

dency training. A preliminary analysis of

the AMA’s data on LSU-NO and Tulane
1965-1969 graduates, including those in

the federal service, internship or resi-

dency, showed only 27.4 percent in the

primary care specialities or primary care

specialty training programs. Since about

30.1 percent of LSU’s and Tulane’s 1970-

1972 graduates are classified as being in

an unknown or unspecified specialty, the

data on these graduates are too incomplete

for any interpretation as to a change in

trend.

Although these data do not support the

widely held contention that there has been a

tremendous increase in the number and
percentage of medical school graduates

choosing the primary care specialties, such

an increase may have occurred among
graduates of the classes since 1970.

Estimate of Louisiana’s Future Supply

of Primary Care Physicians

If the future graduates of LSU-NO,
LSU-S and the graduates of Tulane who are

from Louisiana choose the primary care

specialties at the same rate as the 1960-1964

LSU-NO graduates (32.7%), and about

TABLE 3

PERCENT OF GRADUATES* PRACTICING IN LOUISIANA
FOR SPECIALTY GROUPINGS, BY SCHOOL AND YEAR OF GRADUATION

LSU (New Orleans) Tulane
Year of
Gradua-
tion
from
Medical
School

Percent of
Graduates
in Primary
Care
Specialties
Practicing
in La

.

Percent of
Graduates
in Non-
Primary
Care
Specialties
Practicing
in La

.

Percent of
Graduates
in All
Specialties
Practicing
in La

.

Percent of
Graduates
in Primary
Care
Specialties
Practicing
in La

.

Percent of
Graduates
in Non-
Primary
Care
Specialties
Practicing
in La

.

Percent of
Graduates
in All
Specialties
Practicing
in La

.

Before 1950 61.9 50.1 55.3 26.5 26.6 26.6

1950 - 1954 69.1 61.4 63.4 20.0 25.7 23.4

1955 - 1959 76.4 61.3 66.9 18.3 22.9 21.5

1960 - 1964 78.0 61.7 67.0 14.4 23.9 21.5

Graduates include those who were active non-federal physicians (not interns or residents)
as of December 31, 1972.
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78.0 percent remain in Louisiana for prac-

tice, then Louisiana will have about 1,862 or

45.4 primary care physicians per 100,000

population in January 1985, and about 2,186

or 51.3 per 100,000 population in January

1990. These rates are based on an estimated

population of 4,100,000 as of January 1,

1985, and 4,265,000 as of January 1, 1990,

projected from Louisiana’s 1970-1974

annual rate of population growth (0.8

percent) 1 and on a physician attrition rate of

17.6 per 1,000 per year.* 2 If the birth rate

and other factors affecting the population’s

rate of growth, such as in-migration

increase, then these population projections

could be low. Other assumptions in these

calculations are approximately 13 out-of-

state graduates entering primary care

practice in Louisiana each year, either after

residency training in Louisiana or with no

training in Louisiana* and future Tulane

graduates from out of state behaving as did

Tulane’s 1960-1964 graduates. Also, these

calculations do not account for the small

number of graduates of Louisiana medical

schools who may become federal physicians.

It is evident that many variables are

involved in predicting the future supply of

primary care physicians in Louisiana, eg,

admissions to Louisiana’s medical schools

and loss prior to graduation, specialty

choice, practice location decision,
importation of out-of-state graduates, and
attrition among practicing physicians.

Changes in any factor (or assumption)

would produce a different prediction.

However, if the assumptions used in these

* To compensate for the older median age of

general/family practitioners as compared with other

physicians in Louisiana, the annual active physician

loss rate of 17.6 per 1,000 for 1970 was not adjusted

downward to 15.8 per 1,000 for 1990 as estimated by
DHEW.
* Based on an analysis of AMA data over the last 20

years.

** If the prepayment group practice primary care

rate, which includes only physicians in direct patient

care, is adjusted for the approximate 7 percent of

Louisiana’s primary care physicians in administration,

medical teaching, research and other activities, the

rate would be 53.8 per 100,000 population. Using the

same method for predicting Louisiana’s future supply
of primary care physicians as described above, this

adjusted rate will be achieved in 1992.

134

projections are not in error, then Louisiana

will achieve the U. S. 1973 rate of 45.2 by

1985, and the average prepayment group

practice rate of 50.0 around 1989.**

Discussion and Recommendations

It has been generally acknowledged that

during the 1950s and 1960s in the United

States, the number and percentage of

physicians entering the primary care

specialties were declining and that many
physicians entering the primary care

specialties, such as internal medicine, were
subspecializing. The data presented here

confirm those trends as they apply to

Louisiana. Although the reduction in

primary care physicians has been modified

by an increasing percentage remaining in

the state for practice, the loss is still

dramatic. In fact, the reduction in the

numbers of primary care physicians

entering practice may partially explain the

increased rate of retention, ie, due to the

increased availability of attractive locations

for practicing primary care in Louisiana.

In recent years it has been contended that

the trends have changed and the number of

physicians planning careers in primary
care specialties is increasing. The data

given here do not indicate such a change in

classes graduating before 1970, and data

since that time are too incomplete for

accurate interpretation.

One fact, usually cited in support of the

belief that more graduates are entering

primary care, is the large number of

applications for family practice residencies.

Although the number of applications for

family practice residency positions greatly

exceeds the number of available slots, it

should be remembered that the number of

slots has been quite limited. It is probable

that, because of the limited number of

positions (and programs) available, many
candidates submitted multiple applica-

tions, hoping to increase their chances of

obtaining a position. Secondly, it is not

known how many of these applicants would
have gone into general practice, without any

residency training, had the specialty of

family practice not been formally
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organized. Also it is possible that many of

the medical school graduates now applying

for a family practice residency might have

applied for a residency in one of the other

primary care specialties, such as a general

(primary care) pediatric residency, had not

there been the option of the family practice

residency.

At the present time, many of those who
are demanding medical care feel that there

is a doctor shortage, while many physicians

are becoming concerned about possible

overproduction. Since much of this concern

revolves around the question of how many
primary care physicians are needed,
estimates of the need for Louisiana should

be discussed.

According to results of a study based on

the professional judgments of internists and
pediatricians on time per unit of service for

the delivery of “good” quality primary
medical care, published in 1972,
approximately 133 primary care physicians

per 100,000 population would be needed. 3 Of

course, this assumes total accessibility

(geographic and economic) of such care to

the populations to be served. Prepayment
group practices such as Kaiser-Permanente

have reported a much lower rate of 50

primary care physicians per 100,000

population as adequate.4 It is probable that

difference in estimates of the types and
quantity of services to be delivered explains

much of this variation.

In another study reported in 1972,

national leaders in the specialty boards and
societies of 22 individual specialties were
interviewed and each was asked to estimate

the ideal physician to population ratio for

his particular field. 5 Although the ratios

given for each specialty by these leaders do

not take into account overlaps between

specialties and, thus seem to be somewhat
inflated, the ratios can be utilized to develop

proportions as to an approximate mix of

specialists. After converting the “ideal”

ratios to proportions, it was found that the

total of the proportions for specialists in

general/family practice, internal medicine

and pediatrics is .4904 of all physicians,

surprisingly close to the 50 percent of the

physicians in the Kaiser-Permanente

Medical Group and other closed health

systems who are in the primary care

specialties.6

Data from the National Health Survey

(USA 1973) show an estimated average of

5.0 physician visits per person per year. 7

This estimate included telephone
conversations but excluded in-hospital

visits. Approximately 73 percent of the

visits to physicians were estimated to be to

general/family practitioners, internists and

pediatricians.8 Using these estimates and
the U. S. 1973 rate of primary care

physicians in direct patient care,* each such

physician would average approximately

8,690 out-of-hospital visits annually (or

about 36 patients per day in a 240 work-day
year). This is similar to, though higher than,

the 30 patient visits per day that are

estimated when the same data are applied to

the Kaiser-Permanente rate of 50 primary
care physicians per 100,000 population.

Since Louisiana’s rate in 1973 of 36.7

primary care physicians per 100,000
population is below the U.S. rate of 45.2 per

100.000 for the same year, it seems

reasonable to establish the U. S. rate as the

most immediate goal to be achieved,

realizing that further increases may
become desirable at a later date.

In recent years, steps have been taken to

help meet the needs for physician

manpower in the state: a) In September,

1969, the LSU School of Medicine in

Shreveport admitted its first class of 32

students, and by September, 1975, had
increased its admissions to 96 students;

b) LSU-NO increased its admissions
number from 145 to 175 in September, 1975;

and c) Beginning with the entering class of

1974 (graduating class of 1978), approxi-

mately one-half of Tulane’s admissions

(about 70 students) are natives of Louisiana.

The opening of a third medical school in

Louisiana, the increased admissions
number, and Tulane’s new admissions

policy have the potential for reversing the

present trend of a declining number (and

* The U. S. 1973 rate of 45.2:100,000 is adjusted to

42.0 for these calculations, to account for (about 7% of

the) primary care physicians not involved in direct

patient care activities.
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decreasing rate) of primary care physicians

in Louisiana, even if there is no marked
increase in the percentage of graduates

choosing primary care specialties.

However, a high percentage of the

graduates choosing primary care
specialties must continue to remain in the

state for practice if the trend is to be

reversed; and it should be realized that

there will be at least a seven-year lag-time

before the changes in admissions number
and policy will affect the practicing

physician population.

The Committee for Statewide Planning

for Physician Manpower and Residency

Programs is now in the process of

investigating the resources available in

Louisiana for training future primary care

physicians for the state. The changes in

admissions number and policy at the

undergraduate level of medical education

will necessitate changes at the graduate

level. Will there be a sufficient number of

first year positions in residency programs in

the primary care specialties to

accommodate future graduating classes of

the three medical schools in Louisiana?

Many studies have documented the strong

positive relationship between the location of

residency training and the location of the

physician’s practice .

9-11
It is, therefore,

urgent that there be a sufficient number of

residency positions in primary care training

programs, which are attractive to our

medical schools’ graduates. The committee
has begun to study Louisiana’s present

residency programs in primary care
specialties to determine which need to be

upgraded and to determine how many more
programs need to be developed.
Preparations for the development of new
programs in primary care must be made in

the very near future if Louisiana would like

to retain a fair number of its graduates in

the state for training and for practice.
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Statewide Physician Manpower Planning in Louisiana:
Primary Care Residency Positions in Louisiana

JVtany studies have documented the

strong positive relationship between
location of residency training and the

location of a physician’s practice. 14 In light

of this, the need for Louisiana to provide a

sufficient number of attractive residency

positions in the primary care specialties is of

major importance, as noted in our previous

article. Such resources could help maintain
or perhaps increase the percentage of

graduates selecting a primary care

specialty, as well as help guarantee the level

of Louisiana physician graduates choosing

to remain in this state for practice. In this

article the available data concerning the

residency program locations and practice

locations of 1,065 active non-federal

primary care physicians graduated from
Louisiana medical schools during the years

1950 to 1964 arereviewed;* * and the data are

used to estimate what Louisiana needs if it is

to provide its graduates with the

opportunity to take their training in

primary care in Louisiana.

Louisiana Data Related to Residency

Location, Location of Practice and Number
of Positions Needed for the Primary

Care Specialties

The analysis of data made available by
the American Medical Association on

patterns of residency training of Louisiana

medical school graduates as related to

location of practice supports the conclusions

of others. As shown in Table 1, of the 1950 to

Ms. Allison is an institutional research analyst, LSU
School of Medicine.

Dr. Sappenfield is the chairman. Committee for

Statewide Planning for Physician Manpower and

Residency Programs.

* These data were made available by the AMA
through its annual survey of physicians, some of which

have been described and analyzed in previous reports

of this series.

PAMELA S. ALLISON
ROBERT W. SAPPENFIELD, MD

New Orleans

1964 LSU School of Medicine in New
Orleans (hereafter referred to as LSU-NO)
graduates in the primary care specialties,

84.9 percent of those whose graduate
training was all in Louisiana (including

those who had no training beyond
internship) remained in the state for

practice, while only 45.4 percent of those

whose graduate training was all outside of

the state, even if only an internship,

returned to Louisiana for practice. Of
Tulane’s 1950-1964 graduates in the

primary care specialties, only 6.1 percent of

those who trained entirely outside Louisiana

returned for practice while 38.6 percent of

those who trained entirely in Louisiana are

practicing in the state. Even some graduate
training outside Louisiana lowered the

percentage of LSU-NO and Tulane primary
care graduates who established their

practices in Louisiana (66.3% and 17.4%,

respectively) as compared with those

graduates with all graduate training in the

state (84.9% and 38.6%, respectively). There
were many patterns or combinations of

training experiences for graduates with

some training in Louisiana. A gross

evaluation of the data concerning these

graduates, who had part of their graduate
training in Louisiana and part elsewhere,

showed that the location of their first and/or

last year(s) of training experience in

Louisiana did not seem to influence the

selection of Louisiana as their practice

location. The percentages practicing in

Louisiana for the various subgroups within

the group having some training in

Louisiana were very similar, and the

percentages fell between that of the group
having all training in Louisiana and that of

the group having no training in Louisiana.

Data concerning the practice location of

1950-1964 LSU-NO and Tulane medical
school graduates of all specialties by the
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TABLE 1

PERCENT OF 1950-1964 GRADUATES OF LOUISIANA MEDICAL SCHOOLS IN THE PRIMARY CARE
SPECIALTIES* WHO ARE PRACTICING IN LOUISIANA BY EXTENT OF GRADUATE TRAINING IN LOUISIANA

Extent of Graduate Training
in Louisiana

LSU Tulane Total

All Graduate Training in La. 84.9% 33.6% 70.2%

Some (but not all) Graduate Training
in La

.

66.3% 17.4% 39.4%

No Graduate Training in Ea

.

45.4% 6.1% 17.5%

Total Practicing in Louisiana 73.8% 18.1% 46.1%

Includes 1,065 active non-federal physicians in the primary care specialties
as of December 31, 1972. The three Tulane primary care physician graduates
for the years of graduation 1950-1964 who had no graduate training have been
excluded

.

extent of graduate training in Louisiana

followed the same basic trend. It should be

noted that, in general, for each of the three

groups, “all,” “some,” or “no” graduate

training in Louisiana, a higher percentage

of LSU-NO primary care graduates
established practice in Louisiana in

comparison with LSU-NO graduates of all

specialties; and a lower percentage of

Tulane’s primary care graduates
established practice in Louisiana for each of

the same three groups, as compared with

Tulane’s graduates of all specialties.

Data on the graduate training
experiences of 1950-1964 graduates of

medical schools outside of Louisiana, who
are in primary care specialties, show that of

the 67 who had all of their graduate training

in Louisiana, 17 or 25.4 percent are

practicing in Louisiana. Data received from
the AMA on out-of-state graduates who took

graduate training in Louisiana were
incomplete in that those who took only an
internship in Louisiana and left the state for

additional training were not included.

Therefore, the estimated percentage of

those with only some of their training in

Louisiana who are practicing in the state,

19.3 percent, is an overestimate.

With no increase in the popularity of the

primary care specialties (from the

percentage choosing primary care
specialties among the graduates of the 1960-

1964 classes of LSU-NO and Tulane), about

126 “channels” in primary care residency

programs will be needed for the graduating

classes of 1979. (See Table 2.)

A residency channel is defined as the

complete program of graduate training

required for a physician to become a given

type of specialist, which may be three, four

or five years in length. For example, as a

pediatric resident progresses through the

program of graduate training, s/he will

occupy a first year, a second year and a third

year position; however, the entire training

experience represents one channel. As of

September, 1975, there were about 103
channels in the specialties of family

practice, internal medicine and pediatrics

in Louisiana. However, since some of these

channels can and ofter do lead_ into

subspecialty training (cardiology,neph-
rology, etc.), filling all 103 channels does not

guarantee this production of 103 primary
care physicians per year. If there is an

increase in the popularity of the primary
care specialties, 126 channels would be too

few, unless the state is willing to have its

medical school graduates leave Louisiana

for primary care training because of the

inadequate number of channels available.
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TABLE 2

ESTIMATED NUMBER OF RESIDENCY SLOTS OR "CHANNELS" NEEDED IN THE PRIMARY CARE SPECIALTIES
TO ACCOMMODATE THE MEDICAL SCHOOLS' GRADUATING CLASSES OF 1979

Admissions-1975
Estimated

Graduates-1979
Estimated No.

Choosing Primary Care*
Estimated Channels

Needed-1 9 79 *

LSU-NO 175 170 56 (32.7%) 56

LSU-S 96 93 30 (32.7%) 30

Tulane 144 140 40 40
(La. home) (70) (68) (18) (32.7%)
(Other) (74) (72) (22) (24.5%)

TOTAL 415 403 126 126

The number of 1979 graduates choosing primary care is based on the same percentage
choosing primary care specialties as among the 1960-64 graduates. The number of
channels needed assumes that there will be a graduate position available for all
graduates (choosing a primary care specialty) . If there is an increase in the
popularity of primary care specialties (i.e., more than 32.7% and 24.5% choosing
these specialties' then the estimated number of channels needed in 1979 is too
low. It should be remembered that additional channels must be provided for
physicians who plan to enter medicine and pediatric subspecialties such as allergy,
nephrology, neonatology, etc. These estimates do not take into consideration the
relatively small number of graduates choosing a permanent career in the federal
service

.

Discussion and Recommendations

The data from Louisiana tend to confirm

the results of studies elsewhere,
particularly D. E. Yett and F. A. Sloan4

which concluded that the larger the number
of his life events, such as birth, medical

school, internship and residency training

that occur in one state, the more likely a

physician is to locate his practice in that

state; and that more recent events have a

greater impact on practice location than

earlier events. Residency training in a state

was found to be the most important single

event, as compared with each other single

attachment event, for retention of the

physican by the particular state; and
residency training combined with any one

other attachment event for that state

produced a greater probability of a

physician locating his practice in the state

than all possible combinations of the three

other attachment events. Thus, the

probability of a physician remaining in the

state where his MD degree was granted is

most enhanced when his residency training

takes place in that state. Although the data

from Tulane and LSU-NO differed

considerably, the percentages for both

schools increased moving from the variable

“no graduate training in Louisiana” to “some

graduate training in Louisiana" to all

graduate training in Louisiana.”

It is reasonable that the percentages of

Tulane graduates practicing in Louisiana

are lower across the board than LSU-NO’s
since most of Tulane’s graduates during

those years were from out of state, and

therefore had strong attachments to a state

other than Louisiana. When this type of

attachment is combined with the more
recent and stronger events of internship and
residency outside of Louisiana, a very low

percentage, 6.1 percent, returned to

Louisiana for practice.

As can be expected, the influence of

residency training in Louisiana on the

retention of out-of-state graduates for

practice in Louisiana is not as strong as on

graduates of Louisiana medical schools,

since the out-of-state graduates did not have

the medical school attachment to the state of

Louisiana.

Louisiana is currently facing a shortage of

primary care physicians. (See previous

article.) In light of this information
concerning the impact of location of

residency training on the physician’s

practice location, the recent increases in
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admissions of Louisiana residents to

medical schools in Louisiana will not

necessarily provide an answer to the

problem.

However, the increases in admissions

which have taken place have the potential

for solving (the quantitative aspects of) the

problem, if these increases in

undergraduate slots are matched with

increases in the number of graduate slots or

channels in attractive primary care

residency programs and if these channels

are filled mainly by graduates of Louisiana

medical schools. If there is to be a graduate

position or channel available for every

graduate of the medical schools located in

Louisiana, then at the present time there are

not enough first year positions or “channels”

in primary care specialty residency

programs to accommodate the graduating

classes of 1979 (if about one-third of

LSU-NO, LSU-S and Tulane graduates

from Louisiana enter primary care

specialties and about one-fourth of Tulane

graduates from out of state choose primary
care specialties). In light of this

information, the Committee for Statewide

Planning for Physician Manpower and
Residency Programs is investigating

presently available graduate programs for

training primary care physicians and
planning with the medical schools for the

development of needed attractive new
residency programs in primary care.

Presently offered and future programs in

the primary care specialties must be

attractive to our graduates so that Louisiana

will not lose its graduates to programs
located in other states. Not only should the

programs be competitive with those of other

states vis a vis salary and fringe benefits,

but they should provide high quality

teaching of the delivery of primary care to

patients. Adequate facilities for the delivery

of primary care and supervision of the

residents by staff members are essential to a

good teaching setting. Programs now
offered should be evaluated in terms of the

quality of the learning experiences of the

trainees and of the quality of care delivered.

Fiscal support to upgrade present

programs which need such and to develop

new high-quality programs must be found.

The Committee for Statewide Planning

for Physician Manpower and Residency

Programs has been investigating
Louisiana’s problems concerning the

production of physicians, particularly in the

area of primary care. It is believed that such

studies are needed to form the base from
which effective actions can be
recommended. The committee has worked
together cooperatively since March of 1972,

and hopes that it will continue to serve as the

mechanism for statewide coordination of

physician manpower production planning

activities in Louisiana.
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A Workshop on Primary Care:

LSU School of Medicine in New Orleans

part of its overall responsibility to the

people of Louisiana, LSU School of

Medicine sponsored a special workshop
during the summer of 1975 to identify the

educational resources essential for

Louisiana to meet its primary medical care

needs. Participants included representa-

tives of virtually every segment of the health

care system in the state. They were aided by
four consultants from programs which

provide primary medical care. The
consultants’ experience include involve-

ment in reorganizing traditional university

hospital outpatient clinics, developing a

pediatric ambulatory care program at a

metropolitan hospital, organizing an
innovative internal medicine-pediatric

education program in primary care and
developing a prepaid health care program.

Workshop activities included:

1. Consideration of the components of a

fiscally sound patient care/medical
education program offering continuing

comprehensive care, and the coordination

of such a program with existing ones;

2. Examination of presently available

resources for such a primary care pro-

gram and the interrelationships of these

resources;

3. Development of recommendations for

the administrative organization of such

a primary care educational and patient

care program; and

4. Critical evaluation of the primary
care services, to be offered in the planned

LSU Ambulatory Care Center, and their

relationship to required educational re-

sources.

Dr. Sanchez is the associate dean, Continuing

Medical Education, LSU School of Medicine.

Dr. Sappenfield is the associate dean, Academic and
Curricular Affairs, and chairman, Primary Care

Workshop, LSU School of Medicine.

RAFAEL SANCHEZ, MD
ROBERT W. SAPPENFIELD, MD

New Orleans

Conference participants agreed that

Louisiana did need to produce more
primary care physicians; that LSU School

of Medicine (NO) should develop a pro-

gram for the delivery of primary care

that emphasizes continuing care of the

“whole patient,” health maintenance and
patient education; and that all disciplines

should be involved, especially family
practice, internal medicine, and pediatrics.

The development of such a program should

not mean that the main thrust or mission of

the school of medicine would change to the

delivery of primary health care services, but

would be an acknowledgement by the school

that its educational missions cannot be

accomplished without a program of limited

size which effectively provides high quality

primary care.

The workshop consultants agreed with

the need to establish such an operational

unit which would emphasize experiences in

the delivery of high quality continuing

comprehensive patient care. The conference

stressed the urgent need for faculty “models

of excellence” in the delivery of primary
medical care services. These faculty models
would provide educational experiences

which are presently lacking for students

and residents. It was felt that these primary
care physician models should attract more
young physicians into this seriously

undermanned field. This program should

also provide students exposure to a different

patient mix than has been traditionally

available. Services should include mental
health, dental health and home care in order

to be truly comprehensive.

The consultants emphasized that the

success of this type of program is based on

more than its educational merit; it is also

dependent on how well it meets patient

needs and earns patient satisfaction. They
cautioned that commitments to patients
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should be made with care since once such

are made, they should be on a continuing

basis.

The program must demonstrate the body
of knowledge and special skills required for

delivering high quality primary care.

Indoctrination in clinical preventive

medicine should be considered essential.

Continuing education should be a basic

component of the educational program in

order to help prepare physicians in primary
care for recertification:

The conference reviewed presently

existing resources and considered the

future scope and function of programs that

could relate to an LSU primary care

program. There was agreement that family

practice programs at Baton Rouge and Lake
Charles should be expanded, that additional

programs in Lafayette and Bogalusa be

considered and that the potential use of a

satellite clinic of Charity Hospital in New
Orleans be investigated. The participants

recognized that high quality primary care is

not available in the largely uncoordinated

outpatient and specialty clinics at Charity

Hospital, where service is episodic and thus,

continuity in the patient-physician relation-

ship is Jacking. They suggested that a multi-

use primary care clinic involving family

practice, internal medicine, and pediatrics

could be developed for a segment of

Charity’s present outpatient population.

The size of this clinic, of course, would be

limited by the resources available and by
the requirements of the educational
programs which must be met.

Administrative recommendations of the

conference included the formation of a

coordinating council responsible to the

dean’s office. The Departments of

Community Medicine, Family Practice,

Internal Medicine and Pediatrics, as

members of the coordinating council, would
have the primary responsibility for

organizing and coordinating the primary
care program. The council should also

include representatives from nursing and
the allied health professions. The academic
base for the coordinator, who would be
responsible for implementing the policy

recommendations of this coordinating

council, should be the Department of

Community Medicine. Responsibilities of

the Coordinating Council would be:

1. To define the learning experience

required for developing competence in

the delivery of primary care;

2. To gather input from all the depart-

ments;

3. To recommend changes in teaching

commitments; and
4. To assist in the selection of the patient

population to be served.

The consultants recommended that the

primary care facility be considered only a

segment of a complete ambulatory group
practice delivery system which included

education and research. An ambulatory
health care facility where LSU could

provide quality medical care was
considered a prime need. This resource,

located near LSU’s present facilities, is

essential for the coordination of the health

education programs for physicians, nurses

and allied health personnel in the area of

primary care.

The faculty must create the public image

of the medical center as an institution

capable of providing outstanding education

in the health sciences and innovative quality

medical care programs for a selected

patient population. It must further provide

a specialty referral center, upgrading the

resources presently available in our

community. It was emphasized that it was
impossible to satisfactorily separate the

delivery of health care services from

medical education.

Summary
In summary, workshop participants

recognized the need for more accurate and

involved planning, a better consensus at the

faculty level, additional competence in th<

delivery of primary care and the need for i

service model and greatly improve!

facilities. They believed that the LSI
Medical Center should move rapidl;

towards the establishment of a high quality

viable primary care program of limite

size. They indicated that the beginnin

phase of such a program should be starte

with presently available resources i

presently available facilities.
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Have you ever held a meeting

between a Riverboat and a Southern Plantation?
You can ! At the new
1000 room, 42 floor

New Orleans Marriott

... in the French
Quarter ! Where the

lobby’s a Southern
Plantation fantasy; the

rooftop’s an old-time

Mississippi Riverboat
restaurant; and you’re

between them both in

meeting rooms to end
them all

!

You’ll have
30 meeting rooms and
60 conference parlors.

Plus a Grand Ballroom
2 stories high that

houses 2500 and 2 huge
exhibition halls, all

wired for sound. And,
you’re just 2 blocks

from the Rivergate
Exhibition Center.

If you’re in New
Orleans on business

alone be sure to stay at

our place ! Our fun
facilities are as fabulous
as our meeting facilities

!

^ /Jitf T&j

MA\arriott
HOTEL

Canal at Chartres, New Orleans, La. 70140
(504) 581-1000 or Toil Free (800) 228-9290

, , My,

,
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Tomography for Evaluation of

Renal Lithiasis
R. MICHAEL SMITH, MD*
DONALD T. ERWIN, MD**
MICHAEL SULLIVAN, MD*

New Orleans

To establish, as accurately as possible, the

number of renal calculi in patients who are

being evaluated and treated for nephro-

lithiasis has become increasingly important

to clinicians. In routine radiographs of the

kidneys, ureters, and bladder (KUB),

calculi are easily overlooked because of

overlying bowel shadows, rib cartilage,

calcifications, and various technical factors.

Tomography of the kidneys, on the other

hand, allows improved detection of small

intrarenal calculi 1
, thus defining more

accurately the exact number (Figs 1-2).

Routine linear or circular tomographic cuts

of both kidneys are obtained from approxi-

mately 4 cm posterior to midline to the

anterior aspect of both kidneys. One cm
sections are generally satisfactory for

accurate visualization of individual stones.

Demonstration of calculi, however, does

not give an accurate answer in itself as to

whether or not active stone formation is

taking place. Symptoms of unremitting

colic, obstruction, and infection are

considered indications for surgical
intervention but do not indicate the degree

of stone formation taking place.

Metabolically active urolithiasis refers to

whether new stones are forming or whether
previously existing stones are growing.

Patients may go through periods of active

stone formation and then spontaneously

stop. Years later the stones produced may
cause symptoms but the underlying stone

formation process is inactive.

From the Departments of Radiology* and Internal

Medicine, Section on Hypertension and Renal
Disease,** Ochsner Medical Center, New Orleans.

Reprint requests to Dr. Donald T. Erwin, Ochsner
Clinic, 1514 Jefferson Highway, New Orleans,

Louisiana 70121.

Smith 2 has delineated the criteria for

metabolically active stone disease:

1. Roentgenologic evidence of stone

formation within the past year;

2. Roentgenologic evidence of new stone

growth within the past year; and

3. Documented passage of gravel.

Fig la, lb. A 41-year-old man had idiopathic

nephrolithiasis with hypercalciuria. KUB (Fig. la) re

vealed probable left renal calculus, wherea
tomogram (Fig lb) revealed definite bilateral rene

stones with one on the right and two on the left — a

adequate baseline for future determination c

metabolic activity of the stones.
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Fig 2a, 2b. A 31-year-old man had idiopathic

nephrolithiasis with hypercalciuria. As compared with

KUB (Fig 2a), tomogram (Fig 2b) revealed the true

number of renal calculi by excluding confusing

overlying costal cartilage calcifications.

Since treatment often depends on demon-
strating metabolic activity of the stone

forming process, and since the criteria for

determining metabolic activity are largely

roentgenologic, the need for accurate
roentgenographic demonstration of stone

material is obvious.

For measurement of stone growth, the

plain KUB is preferable because it is

impossible to be certain that the
tomographic cut traversed the greatest

length of the stone. For demonstration of the

number of stones, both for purposes of

establishment of a baseline and to serve as a

yearly comparison, tomography is clearly

preferable.

References
1. Madsden EH: The value of tomography for the demonstration of

small intrarenal calcifications. Br J Radiol 45:203-206, 1972

2. Smith LH: Medical evaluation of urolithiasis. Urologic Clinics of

North America 1:241-260, 1974

NOTICE
MEDICAL ARTS GROUP
401 South Ryan Street

Lake Charles, LA 70601 318-433-1048

New Multi-Specialty Clinic being formed; recruiting

1 Internal Medicine
2 Cardiology

3 Family Practice

4 Urology

5 Orthopedics
•

Call collect or write:

Robert C Looney, M.D.
Medical Director

or

Ronald J Newman
Business Manager
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MEASLES ERADICATION — ESSENTIAL ACTION

1. Routine immunization of infants at 1 year of age: This

should be the goal of every practicing physician, nurse

and medical clinic.

2. Immunization before school entry: Louisiana law re-

quires immunization or an immunization program in

progress prior to school entry.

3. Surveillance of all measles cases: All diagnosed or sus-

pected measles cases must be reported immediately by

telephone, by physicians, nurses, school teachers or any

other person aware of a case (Call local health department

or State Division of Health, 527-8121).

4. Epidemic search and containment: Epidemiological

investigation and control measures will be initiated

immediately after a case is reported to the health

authorities.

LOUISIANA HEALTH AND HUMAN RESOURCES
ADMINISTRATION
Division of Health

William H. Stewart, M.D.

Commissioner and State Health Officer
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Electrocardiogram

of the Month

Editor

NORTON W. VOORHIES, MD
New Orleans

P on U
STEPHEN P. GLASSER, MD

Shreveport

The electrocardiogram shown below was recorded from a 47-year-old man.
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What is your diagnosis?

Elucidation is on page 156.



Doyou feel qualified to

diagnose your

insurance policy?
-*

,A.t Group Consultants we’ve offered

you a comprehensive insurance

program sponsored by the LSMS since

1972. But we know that terms can

sometimes be confusing in making any

decision about insurance, so here are

some of the most commonly misused

terms and what they really mean.

Non-cancellable: A contract in which

the insurer can not change provisions

of the contract while it is in force.

Unfortunately this usually means the

rate will not be adjusted downward

either.

Guaranteed renewable: A contract in

which the insurer can not change

provisions of the contract except the

premium rate for a specific class of

people. For example Group

Consultants has just reduced

premiums on LSMS disability plans

for all members under 40.

LSMS disability renewal guarantee:

That provision of your LSMS
sponsored plan which guarantees that

your plan cannot be terminated except

by the LSMS, and only when another

LSMS sponsored plan replaces it.

Conversion of your old plan is

guaranteed, thereby affording

you the opportunity to acquire an

additional policy.

Personal Benefit Summary: A
detailed annual recap of personal

insurance benefits and options, made

available only to participants in the

LSMS sponsored programs.

Rehabilitation rider: That portion of

your LSMS disability program which

provides for continuation of benefits

and supplementary payments while

you, the insured, are attempting to

retrain for your own or another

profession.

These are some of the terms as they

apply to your LSMS sponsored

disability policy. However, questions

about other provisions of your policy

may arise and we’re always ready to

answer any questions you may have.

So the next time someone gives you

his diagnosis of your insurance

coverage - make sure he’s diagnosing

in his specialty - call us.

GROUP CONSULTANTS, INC
BYNUM,GRACE & KIRBY INC-

555 Building, St. Tammany St.

P.O. Drawer 66635 Baton Rouge, La. 70806

(504) 926-6303
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By LEON M. LANGLEY, JR.

Medical Care Is Readily Available to the vast majority of Americans and most people are well

satisfied with that care, said AMA President Max H. Parrott, M. D., in a speech before a

Chicago Rotary Club. Dr. Parrott has created a "Consumer Health Satisfaction Index” in

response to critics who present unreasonable arguments for the radical restructuring of

American medicine. Some changes are needed, he points out, but they can be made through

improvements in the present system. The "Satisfaction Index” shows that there are some
2,800,000 doctor-patient consultations every day (not including visits to patients in

hospitals and nursing homes), that 86% of the people say they have a family doctor they

can call on, and that eight out of ten people are either "very satisfied” or "well satisfied”

with their care. Six out of ten Americans have seen a doctor at least once in the last six

months. The sources for the figures are a Roper Poll and the U. S. Public Health Service.

Two Out of Three Physicians Believe Doctors are justified in going on "strike” or limiting

services to obtain certain objectives, according to an AMA poll. The poll is the first of

a monthly series conducted by lm,pact, the socioeconomic supplement to American
Medical News, in cooperation with the AMA Center for Health Services Research and

Development. The statistically valid sampling also shows that 55% of the physician

population would personally participate in a job action for justifiable reasons. The major

justification for limiting services would be to protest governmental actions detrimental

to the delivery of quality care. The second major reason would be to publicize a problem,

such as professional liability insurance.

Britain’s Labor Government Announced Big Cuts in public spending plans, conceding that

the social welfare program is crippling the country’s economy. Spending projections

for health care will be among those reduced. The only substantial increase among 16

sectors receiving aid will go to private industry. A Briton making $125 a week now pays

one-fourth of it to the government, and if spending continues unchecked he will pay

one-half to the government within three years.

The U. S. Death Rate in 1974 Was the Lowest ever recorded, 9.2 per 1,000 population,

according to the National Center for Health Statistics. Major contributions to the record

set in 1974 were declines in death rates from heart disease, stroke and accidents; there

was also no major outbreak of influenza in 1974, the center noted. The center said deaths

from heart diseases were 4.8% lower than in 1973. While rates have been declining

since 1953, heart disease still accounts for more than a third of all deaths in the U. S.

Death rates for cancer, suicide and homicide in 1974 were the highest ever recorded.

Nine Thousand Dollars is the Average Debt of seven out of ten medical students when they

reach the final year of school, the Association of American Medical Colleges reports. The
AAMC "Survey of How Medical Students Finance Their Education 1974-1975” also shows

that one-third of the students come from families with incomes below $15,000. Slightly

more than one-third (37%) come from families with incomes of more than $25,000.

Physicians’ Fees Rose 1.3% in February, the largest increase since March, 1975, according

to the Bureau of Labor Statistics’ Consumer Price Index. BLS officials attributed a large

portion of the increase to rising professional liability insurance premiums. Hospital

service charges rose 1.5% last month, semi-private room charges went up 1.7%, and

operating room charges increased 1.9%. The all-items category of the CPI went up 0.2%.
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Did You Know That

RUCKER PHARMACAL CO., INC.

Is The Only Full Service

Pharmaceutical Manufacturer & Distributor

In The State Of Louisiana

Including Complete Manufacturing Facilities

National Sales Force

Fully Staffed Research Facilities

RUCKER PHARMACAL CO., INC.
6540 Line Avenue Shreveport, Louisiana 71106
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arcjcinization Section

The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

WOMEN SHOULD EXPLORE
BREAST-FEEDING ANXIETIES

Physicians should help women overcome their fears

of breast-feeding and not automatically accept a

woman’s decision to bottle-feed her infant, a Syracuse,

New York doctor has urged in a commentary

appearing in the December issue of Pediatrics , the

monthly scientific journal of the American Academy of

Pediatrics.

Carol Weichert, MD, who has successfully breast-fed

four children of her own, said women “have acquiesced

to a combination of forces, medical and cultural, which

have eventuated in the use of the breast as the primary

sex symbol and yardstick of feminine desirability,

divorced from its nurturing role. Women in a critical

period of their life cycle have become divorced from

themselves and from the ability to confirm their

identity fundamentally.”

In the commentary, Dr. Weichert presented

information to combat several common fears expressed

by women who choose not to breast-feed their children.

Some of these common concerns, she said, include:

Breast-feeding will change the shape of the breasts

— Dr. Weichert cited a preliminary study which

indicated that 50 percent of the women who breast-fed

their infants reported that their breasts had become

smaller while 14 percent said their breasts had become

larger. “Clearly,” she wrote, “mammary changes are

not uniform.”

Women with small breasts cannot nurse adequately

— Dr. Weichert said studies have indicated no

correlation between breast size and ability to nurse.

Husbands might object to the mother nursing the

infant — “At stake here are anxieties about how the

new infant will affect the marital relationship and

incipient feelings of displacement and/or jealousy on

the part of the father for the new mother’s attention,”

Dr. Weichert said. “Also relfected is anxiety about the

overlap between the nurturing and erotic functions of

the breast.” She cited a study by Masters and Johnson

which indicated that nursing mothers quickly

recovered interest in sexual activity following the birth

of the infant. “Rather than excluding the father from

the new mother’s interest, the reverse situation

prevailed,” she said.

Dr. Weichert said physicans should attempt to

intervene when women say they do not wish to breast-

feed their infants. “Such intervention should not be

hampered by preconceived stereotypes of who will

succeed or fail,” she said.

“One should not assume because a patient does not

express a desire to breast-feed that the experience will

not be a successful or valuable one."

Noting that estimates indicate that as few as 11 - 30

percent of mothers breast-feed their infants, Dr.

Weichert said:

“The failure to present the medical and psychological

indications for a particular course of action to the

patient is in effect the tacit assumption of a position

that allows the patient to be comfortable with less than

competent functioning. The ensuing loss of feminine

competence, integrity, and identity cannot be

dismissed simply because there are no statistics to cite.

For those women who have bottle-fed their infants or

for those women who have tried to nurse and failed

because of lack of support, who can measure the loss?”

AMA SCIENTISTS URGE CRACKDOWN
ON FAT CLINICS

A legal crackdown on publically advertised clinics

that are using injections of a hormone extracted from

the urine of pregnant women to help patients lose

weight was instituted some time ago.

The product is human chorionic gonadotrophin

(HCG).
The JAMA report (November, 1974) points out that

the Attorney General of the State of Michigan has ruled

that the “fat clinics” using HCG are “in violation of

Michigan’s medical practice act, both as to

participating licensed physicians and other persons

who participate.”

“We hope that other states will interpret their

medical practice acts similarly,” says the statement.

The report also warns physicians against

participating in the HCG clinics.

HCG is evaluated, and found wanting, by two senior

scientists of the AMA, John C. Ballin, Ph.D., director of

the AMA Department of Drugs, and Philip L. White,

Sc.D., director of the Department of Foods and

Nutrition.

Drs. White and Ballin trace the history of HCG as a

supposed reducing agent. It was first used for this

purpose more than 20 years ago by A. T. W. Simeons, a

British-trained physician practicing in Rome. So-

called “fat clinics” utilizing the Simeons HCG-diet

regimen have in recent years proliferated throughout

the United States.

Fat folks on the HCG program lose pounds all right,

but they do so because of the 500-calorie-a-day diet that

is prescribed along with injections of the hormone
substance, the AMA scientists point out.

HCG is a hormone that actually does have legitimate

medical use, in treatment of certain problems of the

male reproductive system.

In reducing clinics, daily injections of HCG are given

six times a week, for a total of 40 injections. And at the
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A powerful lot of people

have been saving at

Eureka since 1884

See Eureka for Home Loans

same time the patient is held to a strict 500-calorie-a-

day diet. Actually, the diet is deficient in protein, and

protein malnutrition could result if it is maintained for

the 42 to 60 days that the treatment requires, they say.

Many of these clinics are franchise operations. “All

advertise to the public that they are under ‘medical

supervision’, and physicians have been offered huge

sums of money to affiliate with them. The clinics are

large-volume operations in which the physician

generally agrees to divide gross income equally with

the lay operators. The fee structure is variable but can

amount to as much as $700 for a course of treatment.

Some clinics also augment profit by selling

prepackaged 500-calorie diets.”

Drs. Ballin and White expressed sharp reservations

as to the propriety of physicians participating in the fat

clinics, which often are actually run by laymen.

There is no convincing evidence that HCG has any

pharmacologic effect in weight reduction. Claims to

the public that such effects do occur are a misrepresen-

tation of the scientific facts, they declare.

LSMS COMMITTEE ON MENTAL HEALTH
The Louisiana State Medical Society, upon the

recommendation of its Committee on Mental Health,

respectfully submits a plan which may resolve two
significant chronic problems in our state.

Louisiana is now under an edict from the Federal

Courts to decentralize the penitentiary at Angola

because of poor conditions and overcrowding.

East Louisiana State Hospital at Jackson is isolated,

impossible to staff properly, periodically comes under

scrutiny and criticism from the news media and others

because of its inadequacies and has a totally negative

public image. It is a throwback to 18th century

psychiatry. The modern psychiatric approach
envisions treatment of the patient as near to his home
environment as possible where contact with the family

can be more readily maintained.

Metropolitan New Orleans is in dire need of a state

psychiatric facility, and a forensic unit. Both technical

and ancillary personnel are readily available there.

LSU and Tulane Medical Schools and UNO operate

training programs in psychiatry, psychology, and

psychiatric nursing.

The census at East Louisiana State Hospital is lower

now than at any other time in recent history. An
analysis of this census shows that the majority of

patients there come from Metropolitan New Orleans

and the Baton Rouge - Lafayette populations.

Because of these factors, the Louisiana State Medical

Society submits the following recommendations:

RECOMMENDATIONS
(1) that East Louisiana State Hospital be phased out

as a psychiatric facility:

(2) that it be replaced by smaller modern facilities

including appropriately-sized forensic units and

outpatient clinics located in Metropolitan New
Orleans, in the Baton Rouge and/or Lafayette

areas, and possibly in the Shreveport and Monroe
areas; and

(3) that East Louisiana State Hospital be used to

house prisoners as part of the state penal system.

2525 Canal Street Phone 8220650
110 Belle Chasse Hwy.
West Bank Division

EUREKA HOMESTEAD SOCIETY
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We submit that this is an opportune time to resolve

both problems. The Louisiana State Medical Society

will lend its wholehearted support in the

implementation of these recommendations.

Kenneth A. Ritter, MD, Chairman
LSMS Committee on Mental Health

SKIN DIVING
Skin diving enthusiasts are gaining thousands of new

recruits each summer. Thousands of Americans of all

ages and sexes are spending summer weekends

exploring lakes and streams and the ocean floor from

the vantage point of the fishes.

Diving makes demands on the body which are unlike

those met above the surface.

Navigating under water is heavy exertion and those

with respiratory problems or heart and blood vessel

disease should not attempt it, says the American
Medical Association. Diving is ruled out for those with

perforated ear drums. Ear plugs are for surface

swimming only and should not be used for diving. The

depth changes also require that sinuses and ears be in

good shape to equalize the pressure.

Along with good health, the potential diver should be

a better than average swimmer. A moderately skilled

swimmer can dive with SCUBA equipment, but in an

emergency the swimming skills born of long practice

and good physical conditioning may mean the

difference between survival and death.

Never dive alone. Use a buddy system and be certain

that your buddy is competent and trustworthy. Learn

to use artificial respiration and see that your buddy
knows it. Plan your dives. Know where you’re going,

how deep and how long you can stay under. Work out a

system of underwater communication signals for

emergencies. Never dive when you’re overly tired, have

a cold or are just not feeling well.

Use quick release buckles on weight belts and

SCUBA harness. You may need to cut loose and surface

quickly. Don’t indulge in horseplay and take needless

risks. Watch out for boats. The power boat skipper may
not know you are under the surface.

Watch your depth. Pressures mount rapidly as you

descend. Don’t hold your breath while ascending. Air

will expand inside your lungs and should be allowed to

bubble out as you are coming up.
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PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month Lake Charles

Calcasieu Fourth Tuesday of every month Baton Rouge

East Baton Rouge Second Tuesday of every month

Jackson -Lincoln-Union Third Tuesday of every month

except summer months

Jefferson Third Thursday of every month

Lafayette Second Tuesday of every month Lafayette

Lafourche Last Tuesday of every other month
BastropMorehouse Third Tuesday of every month

Natchitoches Second Tuesday of every month
New OrleansOrleans Second Tuesday of every month

Ouachita First Thursday of every month Monroe

Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month

Tangipahoa Second and fourth Thursdays of

every month Independence

Terrebonne Third Monday of every month

Second District Third Thursday of every month

Shreveport Quarterly— First Tuesday Feb., April, Sept., Nov. Shreveport

Vernon First Thursday of every month

SICKLE-CELL MAY AFFECT CHILD’S PHYSICAL,

INTELLECTUAL DEVELOPMENT
Black children with sickle-cell trait, usually thought

to be a clinically benign condition, weighed less and

scored lower on most intellectual tests when compared

with normal black children, according to a report

based on preliminary data, in the December issue of

Pediatrics.

The Pediatrics report focused on a study of 19 black

children in Philadelphia, selected from 170 same-sex

twin pairs between 10 and 16 years old. The study

included 12 boys and 7 girls from 15 twin pairs. Their

scores were measured against a control group of 103

boys and 138 girls from 155 twin pairs.

All of the children were measured in 8 different ways

for physical development and 5 different ways for

intellectual skills. The intellectual tests included those

designed to measure abstract reasoning, vocabulary

knowledge, concept skills, conceptual memory, and

associative learning ability.

The results were centered on two main findings:

1. Sickle-cell trait carriers were found to weigh less

than normal children, to have smaller upper arm
circumference, and lesser skinfold thickness. Although

the trait carriers did not differ significantly from the

normal children in measures of linear growth (stature,

sitting height, head length, and head breadth) they did

tend to be smaller. The skeletal age of HbS/A (sickle-

cell) children was found to be significantly less mature
than the normal group.

2. There was a tendency for HbS/A chldren to score

lower on all measures except for figural memory. This

statistically significant finding indicates that a trend

exists, in general, for sickle-cell trait children to score

lower on psychological-intellectual tests than normal

black children of comparable socioeconomic status and

geographic location. For 4 of the 5 intellectual tests, the

trait carriers’ scores were from one-fifth to one-third of

a standard deviation lower than normal children.

The researchers also found 4 pairs of twins which

included one child with sickle-cell trait and one with-

out. In 3 of the 4 pairs, the sickle-cell twin was found to

be smaller than the other twin. The twins without

sickle-cell trait scored higher than their counterparts

on 9 of the 16 available intellectual comparisons, with

3 equal scores.

“Our data indicate differences in somatic physical

development between normal and sickle-cell carrier

children,” the researchers concluded. “Sickle-cell trait

children show a slower rate of skeletal maturation as

well as decreased somatic values associated with body
weight and muscular development.

“The intellectual performance of the sickle-cell

carrier children does not allow us to make any

conclusions at this time, but does suggst that this

issue should be investigated further. These data should

be considered as preliminary data on intellectual

functioning in sickle-cell children.”

REFRESHER COURSE IN GASTROINTESTINAL
RADIOLOGY

The Department of Radiology and the A. Webb
Roberts Center for Continuing Education of The

University of Texas Health Science Center are

sponsoring a two and one half day course entitled

Refresher Course in Gastrointestinal Radiology to be

presented October 29-31, 1976, at the Fairmont Hotel

in Dallas, Texas.

The course meets the criteria for 18 hours credit in

Category 1 for the Physician’s Recognition Award of
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the American Medical Association.

The course subject matter will include review of all

aspects of gastrointestinal radiology (including ultra-

sound), with upgrade on latest techniques.

For further information regarding the course, please

contact: Robert N. Berk, MD, Department of

Radiology, Parkland Memorial Hospital, 5201 Harry

Hines Boulevard, Dallas, Texas 75235.

GARBAGE DISPOSAL MISHANDLED BY
MOST AMERICAN COMMUNITIES

Most American communities are mismanagingtheir

garbage disposal, with consequent risk to community

health, declares a new publication of the American
Medical Association.

“The Physician’s Guide to Solid Waste” is one of a

series of booklets prepared by the AMA to aid doctors

in coping with environmental health problems. Other

books deal with air pollution, noise pollution, metal

pollution, odor pollution and water pollution.

“Physicians have always been aware that

mismanagement of wastes increases the risk to

community health. Some wastes are intrinsically

hazardous: some pollute the air when burned; some

pollute the water when leached; some cause odors, and

others support vermin,” the booklet declares.

The solid waste problem in the United States is

immense, 3.5 billion tons a year. It is expensive, the

third largest item in municipal budgets. And it is

mismanaged. A national survey found that 94 per cent

of dumps and 70 per cent of incinerators are unsatis-

factory, the AMA says.

There is a relationship between solid waste and

health, and when environmental or action groups are

formed they should consult with health professionals

and with appropriate health organizations and

agencies, declares the booklet.

Garbage dumps are breeding grounds for rats and

other vermin. They contribute to air pollution through

the gases released by decomposing garbage. They can

cause water pollution when rains soak through the

dumps and into wells and streams. All of these hazards

can be minimized by properly managed landfills, in

which the waste is compacted by heavy machines and

covered with layers of earth.

The booklet is designed to assist physicians in their

dual role of medical practitioner and private citizen in

coping with the health problems raised by solid waste

disposals.

The booklet was prepared by Ward C. Duel of the

AMA’s Department of Environmental, Public and

Occupational Health.

INCREASE SHOWN IN NEW DRUGS INTRODUCED

Some 37 new drugs were introduced in the United

States during 1973 and 1974, “an encouraging

improvement” in comparison with the previous two-

year period, says a report in the Nov. 17 issue of the

Journal of the American Medical Association.

The number of new drugs for 1971 and 1972 was 25,

says Paul de Haen, of New York City, in his biennial

report on new drug introduction.

“Some represent real advances in therapy; others

enable the physician to vary his therapeutic regimen,”

says Mr. De Haen. He points out that of the 37 new
products marketed, 25 came from American research

laboratories. Virtually all were the result of research

by the manufacturers; only two came from university

research groups.

“Today the gestation period of a new drug or single

chemical entity from synthesis to market is between

five and seven years. Only a few pharmaceutical

manufacturers have the necessary reserach facilities

and financial resources to market new drugs.” The
pharmaceutical industry spent more than $700 million

on research in 1974, he reports.

Along with the tabulation of new drugs, de Haen
found that of the many thousands of drugs available,

only 200 accounted for 68 percent of all new and
refill prescriptions.

Mind-altering drugs, tranquilizers, psychostimu-

lants and hypnotics, lead thelistof new drugs, with 18.8

percent of the total. A close second was anti-infective

products, with 17.2 percent, and drugs to treat heart

problems (cardiovascular) were third with 14.2 per

cent. Other new products are to relieve pain, treat

colds, for contraception, intestinal ailments, to reduce

inflammation and for other conditions.

A major problem facing the manufacturers is

developing drugs to treat diseases of relatively low

incidence. Potential sales are limited, making it

difficult to recoup research costs. Nevertheless,

progress is being made, outstandingly in the field of

drugs to treat cancer, de Haen says.

“Today’s new drugs are much more thoroughly

Researched before introduction than those offered in

the past. Consequently the physician can prescribe

them with greater confidence and benefit for his

patient.

“But there is never a guarantee for complete safety,

because modern, highly potent, drugs may produce

unexpected toxicity that can only be discovered by

constant watchfulness in the daily practice of the

physician.”
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ELECTROCARDIOGRAM OF THE MONTH

Electro-

cardiogram

of the Month
ELUCIDATION

The rate is 80, and the PR interval

measures 0.42 seconds consistent with first

degree atrioventricular block. There are

some ST-T wave changes present and the

changes of a prior diaphragmatic
myocardial infarction. The block had been

present since an infarction one year prior.

Discussion

When AV conduction is unusually
prolonged or the R-R interval is shortened

(ie, tachycardia) the conducting P wave can

be either misinterpreted as a U wave or be

obscured by an existing U wave, and this

thereby defines the “P on U” syndrome.

Junctional rhythm or hypokalemia can then

be erroneously deduced. Also, with exercise

the U wave may become superimposed on

the following P wave and P-Q segment
leading to a false impression of S-T segment
depression. Careful analysis of the U wave,

T-P, and P-Q segments at slower heart rates

may be necessary.

The U wave is the only waveform in the

electrocardiogram whose genesis still

remains controversial. The two major
hypotheses generally accepted are that the

U wave is due to the development of

negative after potentials in the ventricular

myocardium or that the U wave represents

repolarization of the Purkinje system.

Delayed repolarization of certain portions of

the ventricles has been a third less generally

accepted theory. Normally, the U wave has

the same polarity as the T wave but only 5-50

percent of its amplitude. It is highest in

leads V-2/V-3 where it averages 0.33 mm
but may reach 2.0 mm in height. In general,

U wave voltage varies directly with the T
wave voltage and to a lesser extent with

QRS voltage, and is largest at slow rates. It

is generally accepted that conditions which

accentuate the U wave include hypokale-

mia, hypothermia, bradycardia and quini-

dine administration.

A negative U wave has been observed

with variable frequency in cases of hyper-

tension, right and left ventricular hyper-

trophy and myocardial ischemia. Negative

U waves have been seen in up to 23 percent

of hypertensives, and in some cases the U
wave becomes positive with lowering of the

blood pressure. Finally, a case of U wave
alternans related to hypomagnesemia has

been reported.

References
1. Watanabe, Y.: Purkinje repolarization as a possible cause of the U

wave in the electrocardiogram. Circulation 51:1030-1037 (June) 1975

2. Lepeschkin E.: The U wave of the electrocardiogram. Modern
Concepts of Cardiovascular Disease XXXVIII:39-45 (Aug) 1969

3. Bashour T., Rios JC, Gorman PA: U wave alternans and increased

ventricular irritability. Chest 64(3):377-379 (Sept) 1973
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Fibroadenoma of the Breast During Pregnancy

and Lactation — Disappearance Postpartum:

Report of a Case

• Changes of preexisting fibroadenoma during pregnancy

and lactation have been well-documented; however, complete

disappearance of a tumor mass is rare. A fibroadenoma which

was not present before pregnancy was found during the

seventh month and proved by needle biopsy. After termination

of lactation, the lesion spontaneously resolved and was not

evident grossly.

TOMMY L. FUDGE, MD
william m. p. McKinnon, md

New Orleans

Because of the poor prognosis of carcinoma of the

breast during pregnancy and lactation, immediate

diagnosis was essential, although because of the

patient’s previous history, fibroadenoma was thought

to be likely. Needle biopsy under local anesthetic

produced tissue microscopically compatible with

lactation breast tissue and fibroadenoma.

The patient returned five months later for

confirmatory excisional biopsy; however, no lesion was
present. No evidence of tumor could be found and

surgical excision was cancelled. The patient has been

seen at three-month intervals for one year and no

evidence of fibroadenoma can be found.

Discussion

Because of the poor prognosis of patients

with carcinoma of the breast identified

during pregnancy and lactation, early

diagnosis and treatment are mandatory.

Delay in treatment may be very harmful to

the patient. Kilgore 1 reported 96 cases of

tumors arising during pregnancy and

lactation — 49 malignant, 13 galactocele, 9

tuberculous, and 9 fibroadenoma. White,2

however, found that a breast biopsy of a

lesion from a pregnant or lactating woman
has a 4.6:1 chance that the tumor is benign.

FIBROADENOMA is a common benign

tumor of the breast usually seen in the

female during the second decade of life. It is

an easily palpated, circumscribed, non-

tender lesion. Encapsulation prevents

attachment to the skin or to the chest wall.

At the time of pregnancy, lactation and just

before menopause, when estrogen
stimulation is high, enlargement of

fibroadenomas has been described. 1 ' 5

Case Report

A young white woman in the second decade sought

treatment for a mass in the right breast in October,

1972. Excisional biopsy revealed a fibroadenoma.

Approximately six months later she again discovered a

mass in each breast. Excisional biopsy confirmed the

diagnosis of bilateral fibroadenoma.

In July, 1973, she began routine prenatal visits for

pregnancy. During such a visit in the seventh month of

pregnancy, breast examination revealed a small, well-

circumscribed, non-tender mass in the left breast.

From the Department of Surgery, Ochsner Medical

Center, New Orleans.

Reprint requests to Dr. McKinnon, 1514 Jefferson

Highway, New Orleans, Louisiana 70121.
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Byrd, et al, 3 reported a similar ratio (5.4:1).

LeGal 4 and Moran5 have both described

changes of fibroadenomas that occur during

pregnancy and lactation. There is tubular

epithelial proliferation in the adenoma
which may or may not be synchronous with

tubular changes in the breast tissue. Also

seen at the time of tubular proliferation is

ductal dilatation. Ducts of the fibroadenoma
may become irregular. The ducts visualized

may be lined by a single layer of cuboidal

cells.

Grossly, a tubular adenoma may appear
gray since it is composed of glandular tissue.

The lesion may be found in any breast at any
age and is not always a tumor associated

with pregnancy. Another type, tubuloal-

veolar cell adenoma, is always related to

pregnancy. Grossly, the lesions may be
lobulated and encapsulated. The cut surface

may produce a milky secretion, and it is

often called a lactating adenoma. Micro-
scopically, there are ducts lined with single

layers of secretory cells. With progression
the formed alveoli become more evident
than ductal tissue. The lining cells undergo
changes consistent with secretory patterns.

With cessation of lactation, it is feasible that

this type of lesion may completely
disappear. It is, of course, possible that the

lesion occurs spontaneously during
pregnancy without the presence of a lesion

prior to pregnancy. There is no reliable way
to determine what percentage of lesions are

present prior to pregnancy or which
undergo changes into the tubuloalveolar

adenoma seen during pregnancy.

In the patient reported here, lactating

breast tissue was seen. There was also

evidence of epithelial and stromal prolifer-

ation consistent with tubuloalveolar
adenoma. At the time of followup after

termination of lactation, no lesion could be
identified.
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The Visual Diagnosis of Anorectal Anomalies

• For that initial evaluation, most physicians require a simple

scheme which permits early therapeutic and prognostic

categorization of abnormalities of the anus and rectum.

T HE current international classification

of anorectal anomalies, of necessity,

is comprehensive and complicated. 1 This

classification’s very completeness limits its

practical usefulness in the initial evaluation

of the newborn by his physician. For that

initial evaluation, most physicians require a

simple scheme which permits early

therapeutic and prognostic categorization

of abnormalities of the anus and rectum.

The current communication will describe

such a categorization based solely on the

visual diagnosis of anorectal anomalies and
will tabulate the scheme’s accuracy against

a collected series of 1,166 patients. 2

Description

Anorectal anomalies with the exception of

rectal atresia have highly visible external

manifestations. Therefore, it would seem
sensible to determine emergency treatment

and initial prognosis on the basis of the

visual appearance of the patient if such a

determination can be done accurately. Two
visual observations: Sex of the patient, and
the presence or absence of an external

colonic opening (fistula), are crucial in

formulating the prospective treatment and

prognosis of an infant born with an
anorectal anomaly. On the basis of these two
observations, a newborn can be placed in a

category of presumptive diagnosis and
prospective treatment as tabulated in Table

1 for males and Table 2 for females.

The usual appearance of the perineum in

boys and girls with and without visible

external fistulas is illustrated in Fig 1

through 4. Fig 1 pictures the typical male
external fistula which is characterized by
mucus or meconium immediately deep to

From the Department of Surgery, LSU School of

Medicine in New Orleans, 1542 Tulane Avenue, New
Orleans, Louisiana 70112.

WILLIAM P. TUNELL, MD
New Orleans

TABLE 1

Visual Diagnosis

MALE

VISUAL ANATOMY INITIAL TREATMENT FINAL TREATMENT

Visible fistula Low anomaly Dilate or Anoplasty or
(perineal

)

Rectum through
levator m.

anoplasty none

No visible fistula High anomaly
Rectum above

levator m.

(Commonly fis-
tula to urinary
tract)

Colostomy Pull-through

TABLE 2

Visual Diagnosis

FEMALE

VISUAL ANATOMY INITIAL TREATMENT FINAL TREATMENT

Visible fistula Low anomaly Dilate or Anoplasty

(perineal or low

vaginal

)

Rectum through
levator m.

"cut-back" (if necessary)

No visible fistula
(including high
vaginal

)

High anomaly
Rectum above

levator m.

(Commonly
fistula to

vagina-high)

Colostomy Pull-through

the cornified layer of the skin of the

perineum. This “ballooning” of the skin

usually begins at a “pit” situated anterior to

a normal anal opening but may extend along

the median raphe of the scrotum. The
smooth perineum of a boy without an

external fistula shows no evidence of a

Fig 1. Male with visible external fistula.
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fistula and is depicted in Fig 2. Fig 3

illustrates a newborn girl with a visible

perineal fistula. Comparison of Fig 3 with

Fig 4 clarifies the concept of visual

diagnosis as it applies to the female

perineum. In the patient in Fig 4, no fistula

is visible. From this observation, the patient

was correctly categorized visually as having

a high anomaly and requiring a colostomy

for initial treatment. In reality, a high

vaginal fistula,, not visible, was present, as

would be typical for these girls with high

anomalies.

Fig 2. Male with no visible fistula.

Fig 3. Female with visible perineal fistula.

Fig 4. Female with no visible fistula.

Results

This method of visual diagnosis has been
correlated with a series of 1,166 patients

with anorectal anomalies collected by the

Surgical Section of the American Academy
of Pediatrics. 2 The accuracy of the ascribed

anatomic abnormality is assessed and the

incidence of the correct prospective surgical

treatment is tabulated in Table 3. As might

TABLE 3

VISUAL DIAGNOSIS

ACCURACY

TYPE # CASES # ERROR %

Male
Visible fistula 249 0 0

No visible fistula 365 37 10%

Total Male 614 37 6%

Female
Visible fistula 365 0 0
No visible fistula 95 9 9%

Total Female 460 9 2%

Total Male & Female 1074 46 4%

Total Series of 1166 patients include following cases

Anal stenosis 46
Anorectal stenosis 9

Rectal atresia 13

Miscellaneous 24

be expected with such a simple method, all

patients are not invariably identified

correctly. However, in this correlation,

simple visual diagnosis would be 100

percent accurate in the 614 patients with an
observed external fistula or covered anus.

Nine errors in 95 girls and 37 errors in 365
boys would be made in patients without a

visible fistula. All errors would occur in

patients with anal agenesis, that is, in
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patients with a low anomaly but no fistula.

With this method of visual diagnosis and
treatment, misdiagnosed infants would
have an unnecessary colostomy. Unneces-

sary colostomy is far from ideal but

may be a reasonable price to pay for a

scheme that accurately identifies all high

anomalies as such, thus obviating the

disastrous perineal dissection done in

newborns for an unexpected high anomaly.

Other diagnostic methods: Inverted

abdominal x-rays, urethrocystography,
vaginoscopy, and perineal aspiration, may

be employed judiciously to increase the

diagnostic accuracy of visual observation.

Nevertheless, simple visual observation and
categorization are useful and surprisingly

accurate in the first step in the assessment of

anorectal anomalies.

References
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AFTER

YOU LEASE A CAR,

IT S TOO LATE TO LEARN
. ABOUT AUTO LEASING!

Why not find out beforehand just what your lease offers you. We at

Bailey Lincoln-Mercury are sincerely interested in seeing that you
are given a lease that is tailor-made to fit your needs. Our ever-

growing list of accounts is ample testimony that our lease agreements

are ideally suited for the individual's needs. We offer the type of

service you expect and deserve.

Could we give you more information about automobile leasing?

8 I

l I

{ NAME I

! ADDRESS i

i CITY STATE ZIP <

! TELEPHONE !

1535 POYDRAS • Across from Superdome
NEW & USED CAR SALES • 522-6611

Showroom open 8 am • 9 pm Mon Fri and 8 to 6 Sat
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Endobronchial Metastasis

T HE lung is a common site for metastatic

disease from extrathoracic tumors.

Although it is well recognized that isolated

pulmonary metastasis may appear as a

solitary parenchymal mass, it is not as

generally appreciated that metastasis may
present primarily as major airway disease.

Unless proper attention is paid to clinical

and pathologic features, an erroneous

diagnosis of primary bronchogenic tumor
may be entertained.

Case Report

A 44-year-old white man presented in March of 1973,

with a one-month history of cough, left chest wheeze,

and, on several occasions, blood-streaked sputum. For

two weeks, he had noticed his voice getting hoarse. He
had no weight loss and no other specific symptoms. Past

history indicated that in 1965 he had a right

nephrectomy for adenocarcinoma of the kidney

followed by radiation therapy. He had been totally

asymptomatic since that time prior to the present

illness.

Chest x-ray (Fig 1) showed a left lower lobe collapse

and he was admitted for further workup. Bronchos-

copy demonstrated a polypoid mass obstructing the left

lower lobe. This was smooth and was reported visually

Fig 1. Left lower lobe collapse.

From the Department of Radiology, Lincoln General

Hospital, Ruston, Louisiana.

Reprint requests to Dr. Green, Lincoln General

Hospital, P. 0. Box 1368, Ruston, Louisiana 71270.

JAMES D. GREEN, MD
Ruston

to be benign in appearance. The epithelium was intact.

A clinical diagnosis of bronchial adenoma was made as

it was not biopsied due to the possibility of bleeding.

Bronchial washings at the time of bronchoscopy

contained no malignant cells. All of his laboratory

studies were normal. He was discharged and
readmitted later for exploration and resection of a

probable bronchial adenoma.

At exploration there were numerous nodes in the

mediastinum extending from the diaphragm to the

aorta and a mass near the left main-stem bronchus. A
radical pneumonectomy was done in an attempt to

remove all visible disease. Postoperatively, he was
referred for chemotherapy. Over the next year he

developed multiple metastases and expired in May of

1974, nine years after the original surgery for

hypernephroma.

Discussion

A number of primary malignant tumors

tend to metastasize to the bronchi, most

commonly breast, kidney, colon and
melanoma 1

. This phenomenon is rather

uncommon, however. In a review of 1,359

consecutive autopsies at Walter Reed
General Hospital, metastatic involvement of

a major airway was present in only 2

percent of cases2
. The most common

primary was carcinoma of the kidney

followed by carcinoma of the colon and
rectum. Of particular note in that series was
that 7 of the 15 renal tumor cases presented

with symptoms of bronchial disease three

weeks to ten months before the primary
kidney carcinoma was discovered. In

addition, many reports have emphasized

recurrence long after the removal of a

primary as in the case described here.

Tumor spread may be by way of the

pulmonary or bronchial circulation and
thence to the lymphatics of the bronchus or

by a primary lymphatic route. In general,

the primary will be manifest long before the

metastasis occurs, or the histologic

appearance from bronchoscopic biopsy will

suggest the correct diagnosis. However, on
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occasion the immediate clinical and
bronchoscopic findings have been
interpreted as primary bronchial tumor.

Involvement of a major bronchus by
malignant disease should prompt a careful

review of the entire case, prior to institution

of therapy, to definitely establish whether or

not the neoplasm is primary or metastatic.

References
1. Schoenbaum S, Viamonte M: Subepithelial endobronchial

metastases. Radiology 101:63-69 (Oct) 1971

2. Braman S. Whitcomb M: Endobronchial metastasis, Arch Intern

Med 135:543-547 (Apr) 1975
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Electrocardiogram

of the Month

Myocardial Infarction?

Editor

NORTON W. VOORHIES, MD
New Orleans

MICHAEL C. FINN, MD
BENJAMIN F. JACOBS III, MD

New Orleans

A 60-year-old white man had the

following two EKGs recorded on the dates

shown (Fig 1, 2). He has a seven-year history

of right shoulder pain occurring with

exertion. Has he had a myocardial
infarction?

6/70

I

From the Department of Internal Medicine, Section on Cardiology, Ochsner Medical Center, New Orleans.

Reprint requests to Dr. Jacobs, 1514 Jefferson Highway, New Orleans, Louisiana 70121.

Bibliography will be furnished on request.
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Fig 2.

Elucidation is on page 179.

HIBERNIABILITY:
Ways to help you help yourself

Banks offer a lot of services and most of you are

familiar with them At Hibernia we offer them all, but

we also offer you more than the usual banking services.

At Hibernia we're not just concerned with your specific

banking needs. We're also concerned with giving guid-

ance and direction to your whole financial life. With

helping you and your family to a more secure financial

future. That’s Hibermability.

HIBERNIA
NATIONALBANK
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1976 Annual Meeting of LSMS
The 96th annual meeting of the Louisiana

State Medical Society was hosted by the

Caddo-Bossier Parish Medical Society on

May 1-4, 1976. From the moment of regis-

tration at the Chateau Motor Hotel to the

final gavel of adjournment, it was a meeting

of accomplishments, and one of enlighten-

ment and geniality for all attending

physicians.

James R. Bergeron, MD, chairman of the

Committee on Arrangements, merits the

gratitude of all who were fortunate enough
to be guests in Shreveport.

The audiovisual preparations in

Convention Hall, organized by John L.

Greer, MD; the decorations, by Harry E.

Fair, Jr., MD; the publicity, by Albert L.

Bicknell, MD; and the reception and
transportation arrangements by Sam L.

Gill, MD, were not like those of the usual

professional meeting; they were superior.

The banquets and entertainment planned

by Eugene C. St. Martin, MD; the cocktail

party, honoring President-elect Thomas Y.

Gladney, MD, hosted by the East Baton
Rouge Parish Medical Society; the dinner
dance honoring President F. Michael
Smith, Jr., MD; and the Prayer Breakfast

sponsored by the Committee on Medicine
and Religion were highly successful.

Special words of appreciation are due to

Frank J. Jirka, AMA Trustee; John M.
Smith, MD, AMPAC board member; Paul

M. Newman, Political Campaign
Consultant; Sam LeBlanc, LLB, Louisiana

State Representative; and Joseph C. Van
Thron, MD, AMPAC board member, for

each one’s contribution to the Political

Education Seminar.

H. Ashton Thomas, MD, secretary-

treasurer of LSMS and chairman of the

Scientific Session arranged excellent panel

discussions on child abuse, medicolegal

aspects of drug abuse, the “Pros and Cons of

Intraocular Lens Implantation in the

Treatment of Aphakia,” and computer
medicine. The panelists were astute,

presenting their respective materials
concisely, and each contributed a basis for

new and broader thought in his respective

field.

The Woman’s Auxiliary to the Louisiana

State Medical Society is due special

recognition. President Mrs. William P.

Cloud, Jr., President-elect Mrs. A. M.
Alexander, Jr., Mrs. Thomas A. Grant,

president of Caddo-Bossier Parish Society,

Convention Chairwomen Mrs. James H.

Shipp and Mrs. Durell A. Hiller, Jr., are

due and merit our utmost thanks for

their many contributions. The arranged

tours of the American Rose Center and
Garden, and the LSU School of Medicine in

Shreveport were enjoyed by all.

Finally, one cannot comment on the

annual meeting without acknowledging the

address by F. Michael Smith, Jr., MD,
entitled “The Drift of Things”. This thought-

provoking, stirring message presented the.

tragedy of a people who drift with the tide of

government and things. No physician

should allow this bicentennial year to end
without reading this excellent President’s

Address.

Captain Henry Miller Shreve, the daring
pioneer for whom Shreveport was named,
would be proud of his city. The physicians

who were guests are also proud of this city of

character, with its beauty, its churches and
its fine schools. Yet the most memorable are

none of the above, but the people, their

cordiality, and the contributions they make
to our society and to our state. We will look

forward to a future annual meeting in this

great city.
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Doyou feel qualified to

diagnose your

insurance policy?

^Lt Group Consultants we’ve offered

you a comprehensive insurance

program sponsored by the LSMS since

1972. But we know that terms can

sometimes be confusing in making any

decision about insurance, so here are

some of the most commonly misused

terms and what they really mean.

Non-cancellable: A contract in which

the insurer can not change provisions

of the contract while it is in force.

Unfortunately this usually means the

rate will not be adjusted downward
either.

Guaranteed renewable: A contract in

which the insurer can not change

provisions of the contract except the

premium rate for a specific class of

people. For example Group

Consultants has just reduced

premiums on LSMS disability plans

for all members under 40.

LSMS disability renewal guarantee:

That provision of your LSMS
sponsored plan which guarantees that

your plan cannot be terminated except

by the LSMS, and only when another

LSMS sponsored plan replaces it.

Conversion of your old plan is

guaranteed, thereby affording

you the opportunity to acquire an

additional policy.

Personal Benefit Summary: A
detailed annual recap of personal

insurance benefits and options, made

available only to participants in the

LSMS sponsored programs.

Rehabilitation rider: That portion of

your LSMS disability program which

provides for continuation of benefits

and supplementary payments while

you, the insured, are attempting to

retrain for your own or another

profession.

These are some of the terms as they

apply to your LSMS sponsored

disability policy. However, questions

about other provisions of your policy

may arise and we’re always ready to

answer any questions you may have.

So the next time someone gives you

his diagnosis of your insurance

coverage - make sure he’s diagnosing

in his specialty - call us.

555 Building, St. Tammany St.

P.O. Drawer 66635 Baton Rouge, La. 70806

(504) 926-6303

GROUP CONSULTANTS, INC.
BYNUM,GRACE & KIRBY INC.
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By LEON M. LANGLEY, JR.

U. S. Birth Rate Continued at a record low level in 1974, according to the National Center

for Health Statistics. Data showed the birth rate in 1974 was 14.9 per 1,000 population,

the same as in 1973. The fertility rate dropped to a record low of 68.4 live births per 1,000

women between ages of 15 and 44.

Public Opinion on Federal Abortion Controls is almost evenly split, according to a recent

Gallup Poll. It showed that 49% of those polled opposed a constitutional amendment
prohibiting abortion except when the pregnant woman’s life is in danger, while 45%
favored such an amendment.

The Total Number of Prescriptions filled in 1975 declined by 0.5% — the first time in

25 years — but the price of an average prescription increased 33 cents, or 7.2%, over 1974.

The nation’s total prescription bill last year came to just over $7 billion, according to a

survey in Drug Topics magazine.

Study of the Effects of the sharp increase in the number of women medical students has

been commissioned by the Josiah Macy Jr. Foundation. The number of first-year women
students has increased 360% in the past four years, and the proportion of women among
medical school graduates should reach one-third in the 1980s.

High Cost of Malpractice Insurance could be a key reason more physicians are retiring at

an earlier age, says the American Retired Physicians Association, which found physicians

leaving medicine ten to twenty years earlier than previously. An ARPA official made
the observations from the applications of the first 1,000 doctors to join the association,

founded late last year.

Cancer Deaths Rose More Sharply in 1975 than in any previous year since World War II,

according to estimates of the National Center for Health Statistics. Increase over 1974

may be as high as 3% or even higher, while the normal rate of increase rarely tops 2%.

Physicians Are Being Sought to serve in this summer’s Amigos de las Americas field program.

The program places physicians in Latin America and pays all expenses except for airfare,

paid for by the physician. A physician must serve a minimum of two weeks anytime

during an eight-week period from late June through August. Physicians will handle

the medical needs of Amigos volunteers while working with a hospital or clinic in the

country he or she is assigned to. Additional information may be obtained by writing

Amigos de las Americas, 5618 Star Lane, Houston, Texas 77027.

Medical Staff Bylaws Should Outline "the frequency, necessity and type of health evaluations"

required of hospital medical staff in connection with periodic reviews, the Board of

Commissioners of the Joint Commission on Accreditation of Hospitals voted recently.

The change in the Interpretation to Standard III of the Accreditation Manualfor Hospitals

also calls on the medical staff to point out any special circumstances requiring investigation

by a designated medical staff committee. The JCAH Commissioners also changed the

Interpretation to Standard VII to require that medical staff bylaws make clear that a

policy permitting housestaff to write patient care orders "must not be extended to prohibit

orders being written by the patient’s private physician without his agreement.”

Supreme Court Chief Justice Warren E. Burger called for alternatives to the tort system

for resolution of malpractice suits. Burger told a St. Paul, Minn., conference: "New ways
must be found to provide reasonable compensation for injuries resulting from negligence

of hospitals and doctors, without the distortion in the cost of medical and hospital

care witnessed in the past few years.”
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Did You Know That

RUCKER PHARMACAL CO., INC.

Is The Only Full Service

Pharmaceutical Manufacturer & Distributor

In The State Of Louisiana

Including Complete Manufacturing Facilities

National Sales Force

Fully Staffed Research Facilities

RUCKER PHARMACAL CO., INC.
6540 Line Avenue Shreveport, Louisiana 71106
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Organization Section

The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

NEW OFFICERS AND COUNCIL MEMBERS OF
THE LOUISIANA STATE MEDICAL SOCIETY

OFFICERS

President THOMAS Y. GLADNEY. M.D.

Baton Rouge

President-elect .... A. G. KLEINSCHMIDT, JR., MD.
Marrero

First Vice-President. .. DAVID M. CARLTON, M.D.

Lecompte

Second Vice-

President LAWRENCE D. KAVANAGH, M.D.

New Orleans

Third Vice-

President JAMES R. BERGERON, M.D.

Shreveport

Past President F. MICHAEL SMITH, JR., M.D.

Thibodaux

Chairman, House of

Delegates EUGENE F. WORTHEN, M.D.

Monroe

Vice-Chairman, House of

Delegates D. H. JOHNSON, JR., M.D.

New Orleans

Secretary-Treasurer ... H. ASHTON THOMAS, M.D.

New Orleans

Secretary-Treasurer

Emeritus C. GRENES COLE, M.D.

New Orleans

MEMBERS OF THE COUNCIL

1st District DONALD J. PALMISANO, M.D.

New Orleans

2nd District ROBERT G. MILLER, M.D.

Metairie

3rd District ELMO J. LABORDE, M.D.

Lafayette

4th District SAM L. GILL, M.D.

Shreveport

5th District STANLEY R. MINTZ, M.D.

Monroe

6th District CARLTON CARPENTER, JR., M.D.

Baton Rouge

7th District CONWAY S. MAGEE, M.D.

Lake Charles

8th District WILLIAM D. HENDERSON, M.D.

Alexandria

MINUTES
HOUSE OF DELEGATES

LOUISIANA STATE MEDICAL SOCIETY
Shreveport, Louisiana

May 2, 1976

FIRST SESSION

CALL TO ORDER
Maurice E. St. Martin, M.D., Chairman, called the

meeting to order at 9:00 a.m. on the above date. F. P.

Bordelon, M.D. offered the invocation, after which Dr.

St. Martin led the delegation in the salute to the flag.

REPORT OF CREDENTIALS COMMITTEE
Elwyn F. Cavin, M.D., Credentials Chairman,

reported that all delegates’ credentials were in order

and that there was a quorum present.

ROLL CALL
H. Ashton Thomas, M.D., Secretary-Treasurer,

called the roll of officers, past presidents and special

delegates.

The Chairman of the House then asked all new
delegates to stand and be recognized.

ROLL OF DECEASED MEMBERS
The Secretary-Treasurer read the roll of members

who had died since the 1975 Annual Meeting. The
delegates then paused for a moment of silent

meditation in memory of those deceased members.

REPORT OF COMMITTEE ON RULES AND
ORDER OF BUSINESS
There being no objections, the Report of the

Committee on Rules and Order of Business, as printed

in the Handbook, was adopted.

Eugene C. St. Martin, M.D. moved that a time limit

of 5:00 p.m. be set on conducting the business of the

House and that 30 minutes be reserved for the

nomination of officers, with adjournment at 5:30 p.m.

This motion received a second, was voted upon and

carried.

APPROVAL OF MINUTES OF 1975-1976 MEETINGS
Upon motion made, seconded and carried, the

following were approved:

(1) Minutes of the House of Delegates Meeting, May
4-6, 1975;

(2) Minutes of the Executive Committee Meeting,

June 5, 1975;

These minutes as published pending approval of the Executive

Committee.
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(3) Minutes of the Executive Committee Meeting,

August 14, 1975;

(4) Minutes of the House of Delegates Special

Session, September 21, 1975;

(5) Minutes of the Executive Committee Meeting,

December 11, 1975;

(6) Minutes of the Executive Committee Meeting,

March 18, 1976.

REMARKS OF CHAIRMAN
Dr. St. Martin addressed the House of Delegates,

making reference to “The Sturgis Standard Code of

Parliamentary Procedure (Revised),” which would

govern the proceedings of the House. The Chairman

further advised the delegates that to expedite the

business of the House debate by individual delegates

would be limited to 5 minutes, unless extended by

majority vote of the House. After all other delegates

wishing the floor have spoken, than a delegate may
return to the microphone for an additional 5 minutes.

REPORT OF PRESIDENT
F. Michael Smith, Jr., M.D. presented his

Presidential Report entitled, “The Drift of Things.”

Copies of the report were distributed to the delegates

and are on file at the LSMS headquarters office. Dr.

Smith referred the attention of the delegates to copies

of statements by James H. Stewart, M.D., Thomas Y.

Gladney, M.D. and himself, which were contained in

their handbooks. These statements were presented at

recent Washington meetings with officials of the

DHEW and the AFL-CIO. Following his presentation,

Dr. Smith received a standing ovation.

SPECIAL ORDER
At this point, Dr. Robert L. diBenedetto asked, at the

request of Dr. F. Michael Smith, that the order of

business be altered so that Resolution #924 referable to

the March 30, 1976 Utilization Review Regulations

could be considered. The Chair sustained Dr.

diBenedetto’s request. Before considering Resolution

#924, Dr. Thomas Y. Gladney narrated a slide

presentation referable to utilization review cost data

for the information of the House. Following the slide

presentation. Dr. diBenedetto moved adoption of

Resolution #924. This motion received a second by Dr.

Frank Incaprera. Several amendments to the

resolution were offered and approved. An editorial

change was approved in one of the “Whereas” portions,

so that when the resolution is distributed there will be

no question as to its intent. Resolution #924, as

amended, was voted upon and adopted as follows:

RESOLVED, That Louisiana State Medical Society

Policy is hereby reaffirmed, and in specific application

to the March 30, 1976 proposed Utilization Review
Regulations, provides:

1. Medical staffs should continue to perform Quality

Review for educational purposes and better patient
care, without reporting to third parties;

2. Medical staffs and their member physicians

should not perform Fiscal Utilization Review, nor

approve “criteria, norms and standards” for any
review;

3. Hospitals that have a contractual obligation for

fiscal Utilization Review should employ doctors outside

of the medical staff, as provided by law;

4. Louisiana State Medical Society hereby urges

that the AMA implement the resolution passed by the

AMA House of Delegates in 1975 and strongly protest

the proposed March 30, 1976 Utilization Review

Regulations; and reinstitute its suit against the

Secretary of HEW, because they are far more
damaging than the initial regulations (November 29,

1974), in the requirement that staffs approve criteria,

norms and standards and perform fiscal review;

5. That copies of this resolution be sent to all State

Medical Societies recommending that they adopt

similar policy; to the Louisiana Congressional

Delegation, requesting action to oppose the proposed

Regulations in behalf of the Louisiana patients; and to

the Secretary of HEW in formal opposition to the

March 30, 1976 proposed Utilization Review
Regulations;

6. Moreover, that copies of this resolution be sent to

the appropriate authority of each hospital in the State

of Louisiana and to each of the component parish

societies of the LSMS in order that this resolution

might be reproduced and disseminated to all members.

REPORT OF SECRETARY-TREASURER
Dr. H. Ashton Thomas’ report, printed in “Reports

and Minutes,” was received for the information of the

House, as was his supplemental financial report which

was printed in the Handbook.

REPORT OF EXECUTIVE COMMITTEE
The Chairman of the House asked that the Executive

Committee Report be deferred for consideration under

New Business. There was no objection to this, and it

was so ordered.

REPORT OF BOARD OF COUNCILORS
This Report, as printed in “Reports and Minutes,”

was filed for the information of the House.

REPORTS OF DISTRICT COUNCILORS
Reports from the First, Second, Third, Fourth, Fifth,

Sixth and Eighth Districts, as printed in “Reports and

Minutes,” were filed for information by the House.

REPORT OF COUNCIL ON LEGISLATION
At the Legislative Council Chairman’s request,

Director of Governmental Affairs Henri Wolbrette

presented the supplemental report of the Council on

Legislation. Recommendations contained in the report

were acted upon as indicated.

1(a) Amend Act 371 of 1975 (Arbitration Act) to

provide that a liability insurer shall be presumed to

have consented to and to be bound by the provisions of

arbitration agreements unless it specifically, by
endorsement to an existing policy or by provisions of a

contract of insurance, expressly states it will not be

bound to such agreements. Recommendation #la was
deleted.

(b) Amend Act 371 to omit language which says

that the patient shall not be required to appoint a health
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care provider as an arbiter. Since the health care

provider will draw up the form of the arbitration

agreement, the health care provider may then require,

in such agreement form, that the patient name a health

care provider as his representative on the arbitration

panel. Recommendation #lb was deleted.

(c) Amend Act 798 of 1975 (Medical Consent Act) to

provide that those same persons who may consent to

surgical or medical treatment for others are also

authorized and empowered to enter into binding

arbitration agreements for others. Recommendation
#lc was adopted.

(2) Amend Act 529 of 1975 (Uniform Consent Act) to

provide in effect that legal oral consent may be

obtained by giving the patient that information

required in written consent in Act 529 plus answering

in a satisfactory way any questions that may be asked

concerning the procedures to be performed.
Recommendation #2 was adopted.

3(a) Amend Act 817 of 1975 (Comprehensive

Medical Malpractice Act) to provide an oath that all

members of the Review Panel shall take saying they

will not show bias or favoritism to either party. Action

on Recommendation #3a was deferred pending advice

of legal counsel.

(b) Amend Act 350 of 1975 (Medical Practice Act)

to add additional causes to Section 1285 for non-

issuance, suspension, revocation, probationary or other

restrictions on licenses or permits to practice. At
present subparagraph ( 10) reads: “Efforts to deceive or

defraud the public.” This would be changed to: “Efforts

to deceive or defraud the public, and person, the Board,

any court of law, any governmental administrative

body, or any medical review panel.
v
Recommendation

#3b was deleted.

4. Amend Act 817 to require that each insurer, or

each health care provider who is self-insured must
report to the respective licensing boards, all

settlements and judgments in excess of $1,000. The
reports shall include identification of the health care

provider, a brief description of the acts of malpractice

which gave rise to the claims, the name of the patient

and the injury which resulted, the amount paid by

settlement, judgment or arbitration. Recommendation
#4 was adopted.

5. Amend the definition of malpractice in Act 817 of

1975 to include under malpractice, all legal

responsibility of a health care provider which arises

from defects in or failures of prosthetic devices, blood,

tissue, transplants, drugs and medicine implanted in or

used on the person of a patient. Recommendation #5

was adopted.

6. A number of technical amendments to Act 817 be

made to make certain that throughout the law, self-

insureds are adequately covered. Recommendation #6

was adopted.

7(a) Amend Act 817 to place the Patients

Compensation Fund in the State Treasury and have

monies in the fund invested and reinvested by the State

Treasurer. Recommendation #7a was adopted.

(b) Amend Act 817 to divide the functions of

collecting and administering the Patients Compensa-

tion Fund from the function of protecting the fund.

Give the Commissioner of Insurance the former, and
the Attorney General the latter. Recommendation #7b
was adopted.

(c) Amend Act 817 to provide that specific

appropriations be made by the legislature to the

Commissioner of Insurance and the Attorney General
for performing the functions assigned to them.
Recommendation #7c was adopted.

(d) Amend Act 817 to provide for a lump sum
appropriation of the remainder of the Patients

Compensation Fund for payment of court approved
settlements and final judgments in those malpractice
cases covered by Act 817. Recommendation #7d was
adopted.

8. Amend Act 817 to provide that the Residual

Malpractice Insurance Authority shall become
operable and a risk manager shall be appointed to

operate the authority, only after the Commissioner of

Insurance determines that the number of health care

providers available to be insured by the authority,

considering the availability of reinsurance, is

sufficient, based on actuarial principles, for the

authority reasonably to issue malpractice liability

insurance. Recommendation #8 was adopted.

RECESS

At this point, the meeting of the House of Delegates

was recessed for lunch. Following the Delegates’

Luncheon, the meeting reconvened.

SPECIAL ORDER
F. Michael Smith, Jr., M.D. gave a slide

presentation, for the delegates’ information, referable

to an LSMS proposal to publish, as a paid
advertisement, an opinion poll on medical issues in

American Medical News. The slide presentation

included the actual questionnaire, a letter from James
Sammons, M.D. informing the LSMS of the AMA
Board of Trustees’ decision against publishing the poll,

and letters from H. Ashton Thomas, M.D. and F.

Michael Smith, Jr., M.D. responding to Dr. Sammons’
communication.

REPORT OF COUNCIL ON LEGISLATION
Consideration of the remaining Council

recommendations resumed. The recommendations
were acted upon as indicated.

9. Amend Act 817 to set up the standards (by which
the appointed risk manager of the Residual

Malpractice Authority is authorized to perform the

underwriting function) and make them subject to the

Insurance Commissioner’s approval. Recommendation
#9 was adopted.

10. Amend Act 817 to provide that the risk manager
shall be compensated only from premiums received on

policies issued by the Residual Malpractice Insurance

Authority. Recommendation #10 was adopted.

11. Amend Act 817 to provide that insofar as

possible, Louisiana claims experience would be the

determinant in setting premiums, but that rates for

such policies will be determined by the Insurance
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INSURED
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have been saving at
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See Eureka for Home Loans
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Rating Commission — as are all private malpractice

insurers in Louisiana. Recommendation #11 was

adopted.

12. Amend Act 817 to set a specific time frame for

appointing members (to the medical review panel),

replacing members, and having the report of the panel

issued. Recommendation #12 was adopted.

13. Introduction of a proposed statute that would

provide for the right of reconventional demand by the

professional in those cases where the plaintiff loses his

suit. The reconventional demand would have to specify

a lack of probable cause for institution of the original

suit by the plaintiff, and the court would have to so find.

If the court does find that the suit against the

professional was filed without probable cause, the

plaintiff could be held liable for the damages
occasioned the professionals, including reasonable

attorneys’ fees for the defense of the original suit and

the reasonable costs and expenses incurred directly in

the defense of this suit. Recommendation #13 was

adopted.

14. That legislation be enacted that would provide

for a maximal return to the claimant from any

settlement or judgment by specifying in law, the

percentage of net recovery that must go to the claimant

and the percentage of that net recovery that would be

allowed as contingency fees. Recommendation #14 was
adopted.

15. Amend Act 807 of 1975 (Burden of Proof Act) to

provide that it is to be construed as a procedural statute

rather than a substantive statute. Recommendation
#15 was adopted.

16. Offer separate legislation to limit the doctrine of

res ipsa loquitur to only those situations where there

are X-Ray burns, injuries caused by faulty equipment,

and foreign objects left in a body. Recommendation #16

was adopted.

17. Amend Act 808 of 1975 (Prescriptive Period —
Statute of Limitations) to specify that the same
prescription applies to minors, interdicts, and married

women. Recommendation #17 was adopted.

18. Enact legislation as part of the Civil Code
ancillary to protect confidentiality of communications

between patient and physician. Enact separate

legislation to provide for confidentiality of non-public

hospital records, their committee records, and medical

organization records. Recommendation #18 was
adopted.

19. To take the bill (Definition of Death) that was
introduced in 1975, but failed to pass, and amend it so to

eliminate the major problem faced last year. That
problem was the failure of the proposed bill to provide

for “irreversible total cessation of brain function.” The
Council on Legislation proposed inclusion of the word
“total.” In addtion, the Council proposes a further

amendment to last year’s proposal that would require

that when organs are to be used in a transplant, that an
additional physician, not a member of the transplant

team, must make the pronouncement of death.

Recommendation #19 was adopted.

20. The Council on Legislation wished to await the

action of the House on Resolution #97, #918 and #919,

referable to proposed revision of the Nurse Practice
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Act. There was no objection, and this was so ordered.

21. The Council on Legislation, keeping in mind past

policy statements by the House of Delegates, will have

to analyze a number of bills which will be introduced

affecting medicine and decide on appropriate action.

Recommendation #21 was adopted.

REPORT OF DIVISION OF SOCIO-ECONOMICS
This report, which was printed in “Reports and

Minutes,” was filed for the information of the House.

REPORT OF LEGAL COUNSEL
Henry B. Alsobrook, Jr., in his Legal Counsel Report,

mentioned the model Uniform Consent Form his

office had prepared and noted that it is available upon

request from the LSMS headquarters office.

Additionally, he discussed two memorandums he had

prepared — one on reciprocal insurance, and the other

on the feasibility of physicians providing financial

security for their families by Inter Vivos distributions

of their assets. These memorandums are on file at the

LSMS headquarters office. In closing, Mr. Alsobrook

reminded the delegates that he is always available to

the LSMS and that they should feel free to call upon

him at anytime. The Legal Consel Report was received

for the information of the House.

REPORTS OF AMA DELEGATES AND ALTERNATES
Reports, as printed in the Handbook, by AMA

Delegates Dr. Ralph Riggs and Dr. Gordon Peek and
AMA Alternate Delegate Dr. Eugene St. Martin were
filed for information by the House.

LAMPAC REPORT
James W. Vildibill, Jr., M.D., LAMPAC Chairman,

presented a LAMPAC membership report for the

information of the delegates. He briefly mentioned the

LAMPAC/AMPAC Political Education Seminar held

May 1 and stated, that with the dues received during

the seminar, LAMPAC had exceeded all previous

membership records.

REPORT OF PAST PRESIDENTS’
ADVISORY COUNCIL
For the information of the House, James H. Stewart,

M.D. presented the Past Presidents’ Report, copies of

which were distributed to the delegates. Recommenda-

tions contained in the report were to be considered

when the matters to which they related came up for

discussion.

REPORT OF LOUISIANA STATE
BOARD OF MEDICAL EXAMINERS

J. Morgan Lyons, M.D., Secretary-Treasurer of the

Board, presented a report of the activities of the Board

during the past year. Dr. Lyons mentioned the new
Medical Practice Act and reviewed some of the changes

referable to suspension and revocation of license. This

report was received for the information of the House.

REPORTS OF COMMITTEES WITHOUT
RECOMMENDATIONS
Reports, as printed in “Reports and Minutes,” of the
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following committees were filed by the House: Aging,
Aid to Indigent Members, AMA-ERF, Disaster

Medical Care, Emergency Medical Services,

Hospitals, Industrial Health, Insurance, Liaison with

Louisiana Pharmaceutical Association, Liaison with

Organized Specialties, Medical Manpower, Medical

Testimony, Medicine and Religion, Nuclear Medicine,

Public Relations, Scientific Program, Unscientific

Practice, and Woman’s Auxiliary (Advisory
Committee).

SPECIAL ORDER
There being no objections, committee reports with

recommendations were deferred for consideration

under New Business.

At this point Philip A. Robichaux, Jr., M.D. read a

letter to LSMS Secretary-Treasurer, on behalf of the

officers of the Third District Medical Society and the

Lafourche, Terrebonne Parish Medical Societies,

protesting the manner in which the Third District

delegate was selected. It was suggested that this matter

be referred to the Executive Committee. There was no

objection to this, and it was so ordered.

RESOLUTIONS
Prior to consideration of resolutions, one delegate

asked whether the “Whereas” portions of the

resolutions were included when they are distributed to

appropriate parties. The Secretary-Treasurer advised

that, although only the adopted “Resolved” portions

become official LSMS policy, when the resolutions are

disseminated, the “Whereas” portions are included for

the purpose of clarity.

Upon motion made, seconded and carried, the

following resolutions were acted upon as indicated:

#900 — Prayer Week for Health Care Professions —
adopted as follows:

RESOLVED, that in recognition for the need for

divine guidance for the men and women in the health

care field, it is recommended that the houses of worship

offer special prayers and services during the week of

October 17th to October 24th, 1976 for all of those

working in the health profession and who help relieve

human suffering, and work for the preservation of

human life.

Since Resolutions #901, #912 and #913 had related

subjects, they were considered together.

#901 — Federal Indications for Drug Prescribing —
adopted as follows:

RESOLVED, that the Louisiana State Medical

Society goes on record as opposed to U.S. Senate Bill

2697 and to the principle of a Federal Rulebook for the

selection or for the denial of the use of a drug or of a

therapeutic agent. Each drug should be chosen by the

physician for a particular use in a particular patient at

a particular time; and be it further

RESOLVED, that the Louisiana State Medical

Society forward this resolution to each member of the

Louisiana Congressional Delegation to ask for their

effort to defeat Senate Bill 2697; and be it further

RESOLVED, that the Louisiana State Medical

Society ask the press to inform the public of the
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disservice to the public which would result from

legislation such as U.S. Senate Bill 2697.

#912 — Drug Package Inserts — adopted as follows:

RESOLVED:
(1) That the Louisiana State Medical Society

absolutely opposes passage of Kennedy Bill S-2697,

which would fine a doctor $10,000 for each day of

prescribing a drug for an indication not listed on its

package insert.

(2) That the drug package insert should not be

made a legal document for punishment of physicians by

federal agencies or civil courts, but should remain an

unofficial guide for medical practitioners in their own
evaluation of risk versus benefit in individual cases:

(3) That any proposed legislation which in any

way would rigidly restrain use of good judgment by a

licensed physician in carrying out duties to individual

patients, or would propose search of a patient’s hospital

or office records by governmental agencies, should be

condemned by patients, physicians, courts and the

Congress; and

(4) That copies of this resolution be sent to the

members of the Louisiana Congressional Delegation

with an appropriate cover letter requesting their

efforts to defeat said mandate and that a similar

resolution be carried by our delegates to the AMA for

consideration by that organization.

#913 — Drug Package Inserts — withdrawn

by author.

#902 — Implementation of Resolution #812 of 1975 re

Committee on Unscientific Practice — withdrawn by

authors.

#903 — Participation in Health Systems Agencies —
withdrawn by authors.

#904 — Statewide Planning for Physician Manpower
and Residency Programs — adopted as follows:

RESOLVED, that the Louisiana State Medical

Society endorses continued function by this group

(committee for statewide planning for physician

manpower and residency programs) in an autonomous
advisory fashion; and be it further

RESOLVED, that the Louisiana State Medical

Society continue to participate in the membership of

the committee.

#905 — P.A.L.S. Contributions — amended and
adopted as follows:

RESOLVED, that the House of Delegates suggests

to the component societies that they add P.A.L.S.

(Physicians Association for Legislative Support) to

their annual itemized bill as an optional contribution,

in the same manner as LAMPAC (Louisiana Medical
Political Action Committee).

#906 — The Uniformed Services University of the

Health Sciences — adopted as follows:

RESOLVED, that the Louisiana State Medical
Society urges that the American Medical Association

withdraw its previous opposition to the establishment

of the School of Medicine of the Uniformed Services

University of the Health Sciences; and be it further

RESOLVED, that the Louisiana State Medical
Society urges that the American Medical Association

approve in principle the establishment of the School of

Medicine of the Uniformed Services University of the

Health Sciences with its mission of creating an

academic environment in which students will acquire

knowledge, not only in curative medicine, but in health

maintenance and in the global problems which the

Uniformed Services may face both in peace time and

war.

Upon motion made, seconded and carried,

consideration of Resolution #907 (Delayed Payment of

Medical Accounts by Plaintiffs’ Attorneys) was
postponed definitely to the Tuesday Session of the

House (May 4), in order that the delegates could attend

the Medico-Legal Panel (May 3) prior to acting on this

resolution.

James H. Stewart, M.D. offered a resolution from the

Past Presidents’ Advisory Council as a substitute for

Resolution #908; however, upon motion made,
seconded and carried, consideration of the Past

Presidents’ resolution was postponed until

immediately following action on Resolution #908.

#908 — Health Maintenance Organizations —
amended and adopted as follows:

RESOLVED, that the House of Delegates of the

Louisiana State Medical Society in assembly hereby

reaffirms its adherence to the Code of Ethics of this

Society and the AMA, particularly insofar as we feel

that advertising and soliciting are on the whole

injurious to the doctor-patient relationship and to the

quality of medical services rendered; and be it further

RESOLVED, that the House of Delegates realizes

that there exist federal legislation and proposed state

legislation to provide federal funds designed to give

HMO’s a competitive advantage over private practice

physicians. Accordingly, it is requested that LSMS
officers and attorneys seek the outright defeat of state

enabling legislation. If this cannot be accomplished,

amendments should be prepared and introduced that

will, at least in Louisiana, equalize the unfair

advantage that HMO’s are given in competition with

private practitioners of the area. It is of particular

concern that such unfair competition, if left

unchallenged, will adversely and permanently alter

the quality of medical care given the taxpaying citizens

of an area whose earnings are thereby used against

them; and be it further

RESOLVED, if enabling legislation is passed, the

House of Delegates suggests to its officers that in

implementing the above requested equalization, the

proposed legislation include the following points:

(a) It shall become Louisiana law that physicians

employed by HMO’s are subject to the same standards
of ethics as other MD’s in the same area. In particular,

HMO’s would be forbidden to use the names of

particular MD’s in their solicitation.

(b) It shall become Louisiana law that whenever an

HMO solicits patients in writing from an employer or

any other organization, a statement from the parish

medical society setting forth the views of local

physicians shall also be presented to all who are

responsible for the decision making process. Further,

any contracts entered into in violation of the above shall

be held illegal.
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(c) It shall become Louisiana law that whenever an

HMO solicits patients verbally from an employer or

group, especially in assembly, a representative selected

to represent the local parish medical society must at the

same assembly present the case for private practice,

and thay any contracts entered into in violation of the

above shall be illegal; and be it further

RESOLVED, if enabling legislation is passed, the

House of Delegates hereby endorses an intensive

campaign by the public relations arm of the Louisiana

State Medical Society to inform the taxpaying citizens

of the state as to the true track record of HMO’s in this

country. Further, it is suggested that this effort, where

possible, be coordinated with the elected Louisiana

legislators in a particular area giving them the benefit

of public exposure when they support our position.

Past Presidents’ Resolution #1 — Experimental

Health Care Delivery Systems — adopted as follows:

RESOLVED, that the Louisiana State Medical

Society requests that the Department of Health,

Education and Welfare publish the results of these

multiple experiments (projects, funded by DHEW,
entitled “Experimental Health Care Delivery

Systems) together with the study design for each

experiment, facts concerning the financing of each

experiment, the conclusions drawn by the

experimenters, and the official reaction of HEW after

reviewing the evidence produced by the experiments;

and be it further

RESOLVED, that the Louisiana Delegation to the

AMA House of Delegates is instructed to introduce a

similar resolution to the AMA House of Delegates.

#909 — The Physician’s Assistant — tabled.

#917 — Delegation of Professional Duties — adopted

as follows:

RESOLVED, that the Louisiana State Medical

Society opposes the delegation of professional duties to

other than demonstrably competent personnel.

SPECIAL ORDER:
REPORT OF INSURANCE COMMITTEE
William P. Bradburn, III, M.D., Insurance

Committee Chairman, presented a supplemental

report of that committee. Dr. Bradburn presented

background information to the House on malpractice

insurance with St. Paul and the LSMS Professional

Liability Insurance Program with The Hartford. He

then introduced Mr. David Bickerstaff, of the firm of

Milliman and Robertson, who gave the House of

Delegates an up-dated report on the actuarial study his

firm is conducting for the LSMS. Mr. Bickerstaff

emphasized the fact that it is extremely difficult to

project figures since actual losses in the future are

unknown. He did state, however, that based on a

projected, estimated average cost of claims for 1976-77

per doctor (after all claims are paid), his firm found

that Hartford rates were not excessive.

One of the delegates questioned Mr. Bickerstaff as to

the feasibility of the LSMS forming a captive insurance

company. Mr. Bickerstaff stated that he could not

answer such a question at the present time due to a lack

of data. He also informed the House of the difficulty he

was having in gathering the necessary information

from the Louisiana insurance carriers other than The

Hartford, and he took this opportunity to express his

appreciation to Johnson and Higgins for the

cooperation they had given him. In closing, Mr.

Bickerstaff advised the delegates that a full report was

being prepared by his firm.

A motion was then made and seconded to adopt the

recommendation of the Insurance Committee. An
amendment to the original recommendation was

offered, as well as an additional recommendation. The

recommendations, upon vote, were amended and

adopted as follows:

(1) That the matter of current professional liability

insurance problems and the various ramifications of an

LSMS-owned captive insurance company be the sole

topic of discussion at an assembly of the LSMS House of

Delegates to be called in September of 1976, in

accordance with Section 3, Chapter XXIX, Part B of

the LSMS By-Laws, at which time proper

consideration of this issue can be given.

(2) That $75,000 be appropriated from the surplus of

last year’s (1975) Special Assessment Fund so that the

LSMS can undertake and perform all necessary legal

and administrative studies to form a captive

professional liability insurance company for the

physicians of Louisiana.

ADJOURNMENT
Following the Insurance Committee Report, a

motion was made, seconded and carried, to adjourn the

Opening Session of the 1976 House of Delegates

Meeting.
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ELECTROCARDIOGRAM OF THE MONTH

Electro-

cardiogram

of the Month
ELUCIDATION

The EKG recorded in 1970 demonstrates

a short PR interval and a delta wave;

findings are diagnostic of the Wolff-

Parkinson-White (WPW) syndrome. The
EKG in 1976 is similar to the one in 1970;

however, the T-waves are now inverted in

the precordial leads and the QRS complexes

are notched in leads V(3) and V(4). The
diagnosis of myocardial infarction cannot

be made on the basis of the findings in the

1976 electrocardiogram.

Discussion

Cardiac catheterization was performed in

1970 and demonstrated a normal left

ventricle and coronary arteries. In April of

1975, the patient had an episode of

prolonged chest pain and was admitted to a

hospital elsewhere. The EKG recorded on

admission (Fig 3) demonstrated not only a

short PR interval and delta wave but also

significant ST segment elevation in leads

V(l) to V(3); findings were compatible with

acute anterior septal myocardial infarction

which was confirmed by cardiac enzymes.

Cardiac catheterization in 1976 revealed an
occluded left anterior descending artery

and an anterior wall left ventricle

aneurysm.
The electrocardiographic diagnosis of

myocardial infarction in a patient with

WPW syndrome may be difficult. 1
" 2 The

short PR interval and delta wave in patients

with WPW result from early depolarization

of the right or left ventricles through an

aberrantly located bundle of Kent. Experi-

mentally, it has been shown that even a

slight degree of ventricular pre-excitation

causes striking configuration changes in the

QRS and T-waves, not necessarily
indicative of underlying myocardial
disease. 3 The delta wave of the WPW
syndrome may either obliterate the Q-waves
of myocardial infarction or may simulate

pathologic Q-waves, as demonstrated in the

inferior leads (3aV[f]) of our patient.

During an acute myocardial infarction,

characteristic ST segment elevation will

frequently, but not always be seen electro-

cardiographically. Often, however, T-wave
changes may be the only electrocardio-

graphic clue to myocardial damage.

4/30/75

Fig 3.
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Various methods have been employed to

unmask the electrocardiographic changes

of myocardial infarction in patients with

WPW syndrome .

2,4'5 Deep breathing,

standing, amyl nitrite, intravenous
atropine, quinidine, parenteral
procainamide, exercise stress testing, and

atrial pacing have all been successfully

used either to depress conduction through

the accessory bundle of Kent or favor

conduction through the A-V node. The
abolishment of conduction through the

accessory bundle results in a normal
sequence of ventricular depolarization
through the A-V node the bundle of His-

Purkinje system. This allows the pathologic

Q-waves and ST segment changes of

myocardial infarction to become manifest.
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T HE hypersensitivity pneumonitides
(extrinsic allergic alveolitis) are a

group of diseases associated with intense

exposure to dusts of decaying organic

matter of many types (usually actinomycete

or fungal laden material). They are charac-

terized by symptoms and signs attributable

to a reaction in the peripheral part of the

bronchopulmonary system giving rise to a

defect in gas exchange. 1

There are many “hypersensitivity”

peripheral airway diseases which exhibit

some clinical similarities to those of hyper-

sensitivity pneumonitis, but these diseases

can be clearly differentiated from hypersen-

sitivity pneumonitis as defined above.

Among these are the following: (a) Allergic

bronchopulmonary aspergillosis: (b)

Diffuse connective tissue and related

diseases which do not involve the lung per se

but are part of a systemic disease (these

include the pulmonary lesions of

polyarteritis, rheumatoid arthritis,

Wegener’s granulomatosis, and systemic

lupus erythematosus, among others): (c) The
eosinophilic pneumonias including
Loeffler’s syndrome, cryptogenic eosino-

From the Tulane University Medical Center.

Department of Medicine (Clinical Immunology),

New Orleans.

*Presented before the annual meeting of the Ameri-

can College of Physicians on January 16, 1976.

Bibliography will be furnished on request.
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philia and pulmonary edema type
infiltrates; and (d) A miscellaneous group of

pulmonary infiltrative diseases of

presumed immunologic origin including

Goodpasture’s syndrome, and cryptogenic

fibrosing alveolitis, more commonly
referred to as the Hamman-Rich syndrome.

These diseases will not be discussed in the

current article which will be limited to

hypersensitivity pneumonitis.

It should be evident that any single type of

allergic reaction cannot explain all aspects

of hypersensitivity pneumonitis and that

nonimmunologic, as well as immunologic
factors, are likely operative in disease

pathogenesis.

Hypersensitivity Pneumonitis

A. Introduction and Definition:
Although descriptions of occupational

pulmonary diseases associated with organic

dust inhalation have been given since 17 132
,

the first modern description appeared in

1932 when farmer’s lung was shown as an
acute pneumonitis of farm workers exposed

to moldy hay3
. In subsequent years an

expanding list of similar diseases has

appeared in association with a variety of

occupations and avocations including all of

the conditions outlined in Table I. The entire

spectrum of these disorders has been
reviewed and popularized by Pepys 1

. In

general, all patients with recurrent
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TABLE I. CAUSES OF HYPERSENSITIVITY PNEUMONITIS
Inhalant and Disease Probable Antigens

A. Moldy material, usually having been exposed to high environmental temperatures and
humidity

B.

C.

D.

182

Moldy hay (farmer’s lung )
3

Fog Fever (cattle)

Thermophilic Actinomycetes

Micropolyspora faeni

Thermoactinomyces vulgaris

Moldy pressed sugarcane (bagassosis )
4

Moldy compost (mushroom worker’s disease )
5

Thermophilic Actinomycetes

Th errnoactinomyces sacch ari

Thermophilic Actinomycetes

Micropolyspora faeni
Thermoactinomyces vulgaris

Moldy cork (suberosis )
6

Moldy barley and malt (malt worker’s lung )
7

Moldy cheese (cheese washer’s lung )
8

Actinomycete-contaminated air conditioner

ducts (non-occupational )
9

Maple bark (maple bark stripper’s lung )
10

Wood dust (sequoiosis )
11

Aspergillus clavatus

Wood pulp worker’s disease 12

Moldy paprika pods (Paprika sheer’s disease)

Animal Products

Thermophilic Actinomycetes
Thermoactinomyces vulgaris

Cryptostroma corticate

Graphium, Pullularia and other

fungi

Alternaria Sp. Mucor stolonifer

Bird droppings (bird fancier’s lung); e.g.,

chicken 13
,
parakeet 14

,
pigeon 15

Pigeon serum albumin globulin

and droppings

Bird feathers (duck fever )
16

Pituitary snuff (pituitary snuff taker’s lung )
17 Posterior pituitary and serum

protein

Chicken proteins

Turkey proteins

Unknown (bat excreta) antigens

Sitoph ilus granarius

121

Chicken handler’s or feather plucker’s disease

Turkey handler’s disease

Bat lung

Insect Products

Wheat weevil (miller’s lung )
1819

Vegetable Products

Sawdust; e.g., oak and mahogany20

Cereal grain (grain measurer’s lung )
2

Dried grass and leaves (thatched roof d'isease)

Tobacco grower’s disease
Tea grower’s disease

Coptic disease22

Bacterial or Viral Products

Detergent enzyme*2324

B. subtilis enzymes
Smallpox handler’s lung

Primary bronchospasm, probably not true hypersensitivity pneumonitis.

J. Louisiana State M.

Unknown
Unknown
Unknown
Unknown (tobacco plants)

Unknown (tea plants)

Unknown (cloth wrappings of

mummies)

Bacillus subtilis

Unknown (smallpox scabs)

Soc.
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symptoms suggestive of bacterial

pneumonia (cough, dyspnea, chills, and
fever), plus those with undiagnosed dyspnea

and cough in an occupational setting, should

be suspected of having the disease.

It is important to realize that the causes of

this disease are not necessarily limited to

those listed, and that new causes continue to

be discovered. Thus, any organic dust of

proper particle size and antigenicity can

produce the disease, a fact of considerable

importance in agriculture, industry and
clinical medicine. The same type of

pneumonitis appears repeatedly in associa-

tion with a variety of occupations and
avocations and even as a result of iatrogenic

factors. The recent descriptions of

humidifier lung are also of considerable

importance and indicate that these diseases

are no longer confined to the area of occupa-

tional or avocational interests.

B. Signs and Symptoms:

In the acute form, clinical findings are

those of recurrent pneumonia. In patients

with such a pattern of symptoms, exposure

to an organic dust, foreign animal protein,

moldy material, or contaminated home or

office humidification system, may often be

revealed by careful history. Relief of

symptoms when away from a particular

occupational setting or locale may represent

an important diagnostic clue. Within a

matter of hours after exposure, the patient

usually develops fever, chills, dyspnea, and
malaise. With repeated exposure,
symptoms become more severe and at times

are associated with emaciation and weight

loss. There may be production of mucopuru-

lent sputum with or without occasional

hemoptysis and/or cyanosis. Mild symptoms
of airway obstruction may occur and persist

following acute episodes, but these findings

are unusual. In the acute form, chest x-rays

usually show complete resolution over a

period of several weeks, but pulmonary
infiltrates may show progression for a brief

interval following contact with the

offending antigen.

Sequelae and complications of hyper-

sensitivity pneumonitis may include bullous

emphysema, pulmonary fibrosis, and
bronchiolitis obliterans plus permanent

July, 1976 — Vol. 128, No. 7

interstitial fibrotic changes after repeated

contact with organic dust25
. Insidious,

chronic forms of the disease may occur,

particularly with long-term exposure to

small quantities of antigen such as noted in

certain bird fanciers. Chronic symptoms
often include dyspnea, cough, malaise, and
weight loss without fever. Roentgenograph-
ic features are nonspecific and may
consist of variable patterns including

patchy areas of pneumonitis, diffuse acinar

filling and interstitial patterns, perihilar

infiltrates, or “ground-glass” patterns

resembling those seen in pulmonary edema.
In some cases, normal chest roentgeno-

grams are noted.

C. Etiology:

The list of known etiologic agents in

hypersentivity pneumonitis continues to

expand with increasing awareness on the

part of physicians and newly discovered

forms of both occupational and avocational

exposure. Among the most important

etiologic agents in several forms of hyper-

sensitivity pneumonitis (Table I) are

thermophilic and mesophilic actinomycetes

including Micropolyspora faeni, Thermo-
actinomyces vulgaris, and Thermoaetino-

myces sacchari 26_3
°. These organisms are

properly classified as members of the true

bacteria (Eubacteriales) although they have

the morphology of fungi. In decaying

organic matter, such as hay or bagasse, the

organisms grow under optimal conditions of

humidity and high temperature ranging up
to 60°C. In addition to composts,
thermophilic actinomycetes are abundant
in soils, foods, fresh waters, and other

natural sources and have been isolated from
the atmosphere. They have traditionally

affected the life and economy of man
beneficially as producers of vitamins,

enzymes, and antibiotics but are now known
to be antigenic in man and experimental

animals. Fungi can also serve as sources of

antigen in some forms of hypersensitivity

pneumonitis; and in other forms, sources of

antigen appear to be animal protein rather

than bacterial, fungal, or actinomycete in

origin.

Extensive immunoelectrophoretic and
chemical analyses of antigens contained in
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various thermophilic actinomycetes have

been performed and a wide range of

antigens has been identified. These include

metabolic and cellular antigens with

various enzymatic activities 31-33
,

polysac-

charide and glycoprotein antigens34-35 (some

of which are present in the cell wall), and

extremely heat labile antigens 36-37
. In other

forms of the disease, such as pigeon

breeder’s lung, extensive investigation of

the nature of antigens has indicated that

nondegradable pigeon serum proteins,

among which are pigeon gamma globulins,

are important sources of antigen.

Many other antigens in fungi and related

microorganisms associated with these

diseases have not, at this time, been

adequately categorized. It is also likely that

some microorganisms associated with the

disease may serve as immunologic
adjuvants or as irritants when inhaled by

the respiratory tract route38
.

D. Pathology and Pathophysiology:

In acute cases of hypersensitivity

pneumonitis, restrictive ventilatory
dysfunction with arterial oxygen unsatura-

tion is noted on pulmonary function studies

together with defects in alveolar gas

transfer and decreased pulmonary
compliance. In some chronic cases, an

element of nonreversible, obstructive

impairment with or without disturbances in

diffusion capacity can be detected. The
basic pathology in these diseases consists of

interstitial infiltrates with inflammation of

the alveoli and some involvement of

bronchioles. In acute stages, histological

studies demonstrate thickened alveolar

septa with prominent lymphocytic and
plasma cell infiltrates. Predominant
collections of foamy macrophages are often

noted within the alveoli. In more subacute or

chronic stages, epithelioid cells and
Langerhans giant cells are often prominent.
In some cases, actinomycetes have been
cultured from lung biopsy or sputum
specimens39

, and foreign fiber plus doubly
refractile material has on occasion been
reported in lung lesions. Pulmonary
vasculitis as noted in serum sickness type

reactions (Type III hypersensitivity) is

almost always absent, although there have

been rare reports of vasculitis in acute

cases 40-41
. Immunofluorescent microscopy

studies of lungs from human cases of

hypersensitivity pneumonitis have
demonstrated actinomycete antigen in

bronchial walls plus cells staining for

immunoglobulins and mononuclear cells

staining for beta lc globulin42
. The type of

tissue reaction produced in human
hypersensitivity pneumonitis is associated

with inhalation of large quantities of

antigen organic dust particles which are of

proper size to gain access to the alveoli. In

one study, up to 1.6 X 109 spores, 98 percent

of which were actinomycete in origin, were
detected in the local atmosphere after

shaking aliquots of moldy hay, and it was
calculated that a farmer working in such an
environment would inhale and retain in his

lungs 750,000 spores per minute42
. Thus, an

extremely intense antigenic stimulus with

particulate antigens of proper size to gain

access to the alveoli is associated with the

production of hypersensitivity pneumonitis

lesions.

E. Immunology:

The manner in which fungi actinomy-

cetes, bacteria, foreign protein and organic

dusts induce lesions of hypersensitivity

pneumonitis is likely dependent on a

complex interrelationship between genetic,

geographic, and environmental factors. As
in the case of most immune responses,

duration and intensity of exposure are also

likely of primary importance in

determining host response. Although not all

who are sufficiently exposed to these

organic dusts develop overt clinical disease,

most patients with hypersensitivity

pneumonitis have detectable antibodies to

the offending organic dust antigen.

Antibody can be demonstrated against

appropriate antigen by many techniques

including hemagglutination, complement
fixation, and simple Ouchterlony gel double

diffusion tests 43 ' 45
. In many cases,

precipitins are known to be present during

acute or subacute stages of the disease and to

disappear with clinical improvement or

chronicity. Furthermore, with the use of

more sensitive techniques for precipitin

detection such as counterimmunoelectro-
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phoresis, IgG precipitins against organic

dust antigens can be found in a large portion

of the general population46
. With the use of

even more sensitive primary binding assays

such as the ammonium sulfate test, virtually

all “normal” individuals show some degree
of antibody against ubiquitous fungal or

organic dust antigens suggesting that

precipitating antibody per se is not
involved in the production of hypersensitiv-

ity pneumonitis47
. Thus, the demonstration

of precipitins against antigens must be

considered together with the characteristic

history in obtaining presumptive diagnostic

evidence of the disease. In addition to serum
precipitins, migration inhibition factor

(MIF) has been detected in patients with

some forms of active hypersensitivity

pneumonitis and MIF seems to correlate

with disease activity48'49
. This test is

considered by some to be an in vitro

correlate of delayed (Type IV)
hypersensitivity, although MIF under
certain conditions may be produced by B-

lymphocytes and other non-lymphoid cells49 .

Although complement fixing precipitat-

ing antibody has been detected in these

diseases and organic dusts can activate

complement via the “alternate pathway”
mechanism, the role of complement in

production of lesions is unknown at present.

Indeed, during provocative challenge of

groups of asymptomatic and symptomatic
individuals, serum complement levels seem
to fall in the asymptomatic rather than the

symptomatic group50
.

In recent years, many animal models have

been developed in an attempt to gain better

insight into immunopathogenesis of

hypersensitivity pneumonitis. It has been

known for years that respiratory tract

exposure of animals to various crude

organic dusts, foreign sera, or proteins

would result in either necrotic or gran-

ulomatous pulmonary infiltrates51 '54
. In

addition, inoculation of either BCG or

Freund’s adjuvant (a mixture of killed

Mycobacterium tuberculosis , mineral oil,

and an emulsifying agent) into

experimental animals via the intravenous

route also leads to intense granulomatous

pulmonary infiltrates without specific
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relationship to antibody formation55
. In

more recent years, animal models have been
developed in which lesions closely
resembling those of human hypersensitivity

pneumonitis were produced in previously

sensitized animals following controlled

aerosol exposure to soluble protein

antigens 56 '57
.

In extensions of these studies employing

guinea pig experimental models, it was
shown that the pulmonary response to

inhaled antigen was variable and that the

type of hypersensitivity lung reaction and

histopathology produced varied with the

immune state of the animal prior to

challenge58 59
. Of importance in these studies

was the fact that animals with prominent

delayed (Type IV) hypersensitivity
demonstrated alveolitis with prominent

mononuclear cell infiltrates closely

resembling those seen in human hypersen-

sitivity pneumonitis 24 to 48 hours after

challenge with appropriate antigen 58,60
.

Other reports have now extended these

animal model observations to the horse and
the primate 61 "62

, although the role of

humoral antibody and cell mediated
immunity in production of lung lesions in

these models still remains unclear.

In one of these studies, successful passive

transfer of hypersensitivity pneumonitis in

macaque monkeys sensitized either actively

or passively (by means of immune serum)
followed by inhalation challenge has been

reported62
. Primates passively sensitized

with immune serum developed alveolar

hemorrhage and exudative pneumonia with

detectable immunoglobulins and
complement components in lesions but these

infiltrates were unlike those noted in human
hypersensitivity pneumonitis. Other
attempts to passively transfer hyper-
sensitivity pneumonitis with serum in the

rabbit have, however, met with little

success59
.

With regard to passive cell transfer, a

mild exudative pneumonitis with
mononuclear cell infiltrate has been
reported in macaque monkeys passively

sensitized with lymphoid cells62 . There has,

however, been difficulty in attempting to

passively transfer lesions with peritoneal
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exudate or spleen cells in the rabbit because

of production of leukocyte induced arteritis

following intravenous inoculation of

sensitized lymphoid cells59 . Intraperitoneal

inoculation of lymph node cells from

ovalbumin sensitized rabbits followed by

intratracheal challenge has, however,

resulted in development of pulmonary
infiltrates in this species63

.

Thus, at present, it seems established that

a variety of soluble antigens can induce

pulmonary infiltrates in the rabbit, guinea

pig, and horse following aerosol challenge of

previously sensitized animals. It has not,

however, been clearly established whether

Type IV cell mediated hypersensitivity or

Type II or III hypersensitivity is of primary
importance in the pathogenesis of such

experimental lesions. At present, it seems
reasonable to postulate that Type IV cell

mediated hypersensitivity is in some way
involved in disease pathogenesis, at least in

animal models.

In addition to serving as sources of

antigen for Type II, III, or IV allergenic

pulmonary tissue injury, particulate

organic dust and thermophilic actino-

mycete antigens may possess irritant, ad-

juvant and toxic properties which may be

of importance in production of lung lesions

via immune or nonimmune mechanisms.

F. Diagnosis:

A positive occupational or avocational

history coupled with the demonstration of

serum precipitins against a suspected

antigen provides presumptive diagnostic

evidence of hypersensitivity pneumonitis.

Classic roentgenographic features and
pulmonary function data when combined
with clinical and immunologic findings are

additional important diagnostic aids. The
detection of serum precipitins per se is not

diagnostic and many exposed individuals

who do not develop overt disease will

demonstrate precipitins to an appropriate
antigen. Precipitins also tend to disappear
with cessation of disease activity and they
may be absent because of failure to use the

proper antigen.

There are also many limitations of gel

diffusion procedures as employed for

precipitin detection. These include the need

for establishing proper antigen-antibody

combining ratios, for washing and staining

of plates, and for recognition of several

sources of false positive reactions 64
.

Considering our present state of knowledge
of these diseases, it is reasonable for

screeening purposes to check a suspected

organic dust for antigenic activity by simple

Ouchterlony double diffusion in agar, using

an appropriate positive control reference

serum. If the patient’s serum contains

precipitins to the crude dust, it might be

presumed to contain the suspected antigen.

Skin tests have generally not proved

suitable in hypersensitivity pneumonitis

because actinomycete and organic dust

extracts often possess irritant properties.

Skin tests have been employed as diagnostic

aids when animal protein antigens are

involved, such as pigeon breeder’s disease.

In such cases, dual, immediate and
“delayed” reactions have frequently been
noted.

Provocative inhalational tests with

aerosolized extracts of suspected antigens

may also be helpful in selected cases when
performed under controlled conditions.

These tests must be interpreted with

caution since endotoxins and related

substances may induce febrile reactions in

some normal individuals. There are also

dangers of provoking severe systemic

reactions or chronic fibrotic changes as a

result of such testing. “Natural” or

“biological” challenge performed by having

the patient return to the suspected environ-

ment during an asymptomatic period is

preferable initially if challenge is deemed
necessary. Recently, in vitro tests for

migration inhibition factor production have

been employed and seem to correlate with

disease activity in certain cases of

hypersensitivity pneumonitis. Such tests

are not available for routine clinical use at

this time. Finally, in addition to in vitro

cellular procedures, provocative challenge

tests, and precipitin tests, lung biopsy for

routine light microscopy and immuno-
fluorescent studies may be helpful in certain

atypical, puzzling, diagnostic cases.
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G. Prognosis and Therapy:

Upon removal of the patient from
environmental exposure, acute episodes of

hypersensitivity pneumonitis generally
clear spontaneously. Bed rest, the use of

antipyretics, and general supportive care

are often necessary. Corticosteroids in high

doses may afford striking relief of symp-
toms in severe cases, although there are no
controlled studies illustrating their

efficacy. Oxygen should be given for relief of

dyspnea when hemoglobin unsaturation is

present.

The wearing of masks by occupationally

exposed individuals and the treatment of

certain organic composts to prevent spore

growth are among the preventive measures

employed in some of these diseases. For
example, spraying of bagasse with 1 percent

proprionic acid in a nontoxic concentration

will inhibit growth of thermophilic
actinomycetes. The use of wet rather than

dry processes in the grinding of bagasse will

often prevent the disease and wetting of

moldy composts will hinder spore
dissemination. Certain organic hays like

bagasse can also be rendered relatively

innocuous by exposure of the fiber to very

high temperatures in a “pasteurization”

process. In humidifier lung, it would appear

that removal of the humidifier and cleaning

of the duct system and residual water pans

will result in striking clinical improve-

ment. If the disease is not recognized and
appropriate prophylactic measures
instituted, progressive pulmonary dysfunc-

tion and fibrosis may result from repeated

exposure. In one series of farmer’s lung

patients followed for approximately five

years, a morbidity rate was 30 percent with

pulmonary disability due to fibrosis. The
fact that such patients cannot ever return to

their primary work involvement and
require occupational rehabilitation may
impose severe financial loss.
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Physician Management of the

Learning Disabled Child

• It is estimated by HEW that there are 10,000,000 children in

the United States with specific learning disabilities. These
children are frequently non-achievers in school and their

parents seek advice and guidance from primary care

physicians. Accurate diagnosis is contingent upon a

comprehensive evaluation of intellectual abilities, visual and
auditory perception, language development, neurological

function, and academic achievement. Teams for a multi-

disciplinary assessment are widely accessible in Louisiana.

Specific guidelines for the management of these patients and
their parents are presented.

CLIFTON O. ISTRE, JR., PhD
C. HARRISON SNYDER, MD
MOLLIE M. ALARCON, Ed S

New Orleans

T HE Department of Health, Education,

and Welfare estimates that there are

10,000,000 children in the United States

with specific learning disabilities (LD). 1

The term “learning disabilities” has been

defined by the United States Office of

Education2 as follows:

Children with special learning disabilities exhibit a

disorder in one or more of the basic psychological

processes involved in understanding or in usingspoken

or written language. These may be manifested in

disorders of listening, thinking, talking, reading,

writing, spelling, or arithmetic. They include

conditions which have been referred to as perceptual

handicaps, brain injury, minimal brain dysfunction,

dyslexia, developmental aphasia, etc. They do not

include learning problems which are due primarily to

visual, .hearing, or motor handicaps, to mental

retardation, emotional disturbance, or to

environmental disadvantage.

The anomaly has been observed in

children of every race and socioeconomic

stratum. Primary care physicians are

confronted daily with parents whose
children are non-achievers — who are

disoriented in academic tasks and who
experience difficulty integrating sensory

information. The question of a specific

From the Child Development Center, Department of

Pediatrics, Ochsner Medical Institutions, New
Orleans.

Reprint requests to Dr. Istre, 1514 Jefferson

Highway, New Orleans, Louisiana 70121.

learning disability has been raised and so

the physician’s advice is being sought. 3

Unfortunately, routine case history and
physical examination are inadequate
because signs, symptoms, and cause of a

perceptual problem are not readily

apparent. Instead of a single aberration,

correct diagnosis is dependent upon
successful monitoring of several variants. 4

If primary care physicians and pediatri-

cians are to be of service to parent and child,

familiarity with the terms and methods of

supportive disciplines is necessary.

The child with a specific learning

disability should not be confused with

children whose primary inability to learn is

due to mental retardation, emotional
disturbance, sensory impairment, poverty

and limited educational opportunities, or

physical handicaps. Dysfunctions in

sensory inputs do create specific learning

disabilities and the child with a visual or

auditory handicap can be expected to

achieve below his “peers”. However, in these

instances the cause is obvious and the

remedy lies in the remedial prosthetic and
educational procedures. Conversely, the

learning disabled child’s only presenting

symptom is that he is not performing

adequately in the classroom and the parents

would like to know why and what should be

done.
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Problems of Terminology

The terminology used to describe a

learning disabled youngster is diverse,5

reminding one of the story of the blind men
and the elephant. Each describes what he

feels. For instance, physicians use the term

minimal brain dysfunction (MBD)
synonymously with specific learning

disability. Their primary consideration is

organic involvement, ie, trauma, infection,

hypoxia, or other central nervous system

diseases. 6 Educators contend that the MBD
label is misleading, and there is no scientific

evidence to support actual brain lesions.

Schmitt7 asserted: “It is time to discard this

term. Since physicians invented the MBD
concept, only physicians can bury it.” On the

other hand, Masland 8 pointed out that MBD
simply indicates that it is the child who is

different and not the environment. Thus,

MBD is not a disease; it is a description of a

symptom.
Some of the other terms associated with

learning disabilities are educationally

handicapped, perceptually handicapped,

dyslexia, and psychoneurological learning

disability. These labels are given on profes-

sional bias to identify children who are not

achieving at a level anticipated in view of

their intellectual capabilities.

Specific learning disability is an
umbrella concept generally acceptable to all

disciplines. The LD child is much more like

his peers then he is different. The LD label

avoids the connotations of an inferior or

defective human being. Instead, the term
refers to a handicapping condition rather

than to a handicapped child.

Avenues of Referral

Early intervention is important in LD for

patient management. The earlier the
diagnosis, the more positive the prognosis.

For each year that the child continues in

school without an adequate diagnosis and
benefit of special services, the less likely are
his chances for realizing educational
success.

Accurate diagnosis is contingent upon a

comprehensive evaluation of intellectual

abilities, visual and auditory perception,

language development, neurological

function, and academic achievement.

Several avenues for obtaining a multi-

disciplinary assessment are availble. In

Louisiana, evaluation teams, many of them
associated with special education programs,

are readily accessible. Also, some diagnostic

teams function in clinic and hospital

settings to provide medical investigation in

addition to the usual psycho-educational

evaluation. The State Department of

Education in Louisiana does exercise some
control over the quality of diagnostic teams

by granting approval of regional teams as

competent authorities for special
educational evaluations.

The Evaluation Team
The goal of the evaluation team is to

extract and assimilate information which
will yield a composite picture of the child.

The team may include an audiologist,

clinical psychologist, educational
consultant, social worker, and a speech

pathologist. In our institution, a physician, a

board-certified pediatric neurologist, is

included in the team concept. The duties are

varied but basically are along the following

lines:

1. The clinical psychologist determines if

academic demands are exceeding the

youngster’s intellectual ability by
standardized intelligence tests. In addition,

through projective techniques, the clinical

psychologist attempts to detect emotional

conflicts detrimental to the learning
process.

2. In addition to determining the child’s

academic level and assessing his perceptual

functions, the educational consultant writes

a comprehensive educational prescription

— or treatment plan — on the basis of

information obtained from the other team
members. The educational consultant is

required to hold at least a master’s degree in

special education and to have teaching

experience.

3. The speech pathologist is trained in the

methods of language acquisition. Children

who have perceptual problems8 often have
delayed language and speech development.

The primary evaluative tools are the Illinois

Test for Perceptual Abilities (ITPA),
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Goldman-Fristo Articulation Test, and
Wepman Auditory Discrimination Test.

The reasons for delayed language and
speech can be explored and remedies

offered.

4. Children with a hearing loss should be

tested by a certified audiologist to

determine the nature and extent of the loss

and possible use of amplification (hearing

aid). In Louisiana, certification is required

of all speech pathologists and audiologists.

Nationally, a master’s degree is required.

5. The social worker obtains a case

history and makes a major contribution by
evaluating the family dynamics and
providing the team with an accurate picture

of the child’s milieu. Another important
task of the social worker is to interpret the

team’s findings and recommendations to the

parents.

6. A pediatric neurologist on an
evaluation team is the exception, not the

rule. In the areas of hyperactivity and
pharmacological management his expertise

is important. A history of clumsiness or

periods of unconsciousness demands a

thorough neurological and physical

examination. 9 The neurologist identifies

those children in need of medical interven-

tion and determines if additional medical

study is indicated.

Clinical Considerations

The following information is offered to the

physician as clinical guidelines in LD
patient management. As in any medical

problem, a thorough understanding of the

problem is needed:

1. Actively seek and obtain copies of all

evaluations; become familiar with the terms
and methods of the evaluating team and
request clarification on questionable items.

2. Give full consideration to any
impairment of sensory acuity (hearing and
vision). Keep in mind that peripheral

sensory deviations can seriously affect test

performance.

3. Be prepared for questions on mega-
vitamin therapy, diet control, and special

eye exercises. These are popular topics

among parents due to national publicity.

The efficacy of these treatments is open to

question and more research is needed.

4. Alternatives in educational treatment

should be considered. The least restricting

learning environment should be chosen

because many LD children can find

academic success in a regular classroom

supplemented by a resource teacher.

Children with more involved learning

disabilities, however, may require place-

ment in a special school.

5. The educational setting should be

recommended by an evaluation team not

associated with a specific school under
consideration. Funding for the Exceptional

Children Act (ECA) is available to those

students in need of training beyond the

scope of services offered by the area public

schools. Qualification for these funds is

dependent upon the recommendation of an
authorized team.
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Emphysematous Pyelonephritis:

A Case Report
MICHAEL A. SULLIVAN, MD

ROBERT T. SMITH, MD
New Orleans

Emphysematous pyelonephritis is the

result of a gas-forming infection involving

the kidney and perinephric space, usually

occurring in a diabetic patient. The only

reports of true emphysematous pyelone-

phritis in non-diabetic patients have been
associated with ureteral obstruction. The
infection is the result not of the usual

clostridial microorganisms but of other

common, enteric bacteria. Various
articles

,

12 report infections with Escheri-

chia coli, mixed infections, Aerobacter,

Proteus, and Staphylococcus albus in de-

creasing frequency. Fermented glucose

produces carbon dioxide and hydrogen gas

as well as butyric acid, lactic acid and
other by-products depending on the bac-

teria involved .

1

It is postulated that inflammation
prevents diffusion of the usually soluble

gases and allows them to collect in the

tissues. They then become visible on a

roentgenogram.

Case Report

An 81-year-old woman was being treated at the

Ochsner Clinic for mild congestive heart failure and

diabetes mellitus of maturity onset. The diabetes was
under oral therapy. Two days before admission she

developed right sided abdominal pain, nausea, and

difficulty in swallowing. She took only small amounts
of fluid by mouth.

On admission the patient was clinically dehydrated

and tachypneic. She had generalized diffuse

abdominal tenderness and pain and 3+ edema of both

lower extremities. The hemoglobin was 13.3 gm/100
ml; the hematocrit, 38.1 percent; white blood cell count,

12,300 with a left shift; blood glucose, 342 mg/100 ml;

and blood urea nitrogen, 60 mg/100 ml. Urinalysis

From the Department of Radiology, Ochsner

Medical Institutions, New Orleans.

Reprint requests to Dr. Sullivan, 1516 Jefferson

Highway, New Orleans, Louisiana, 70121.

indicated pH 6; protein 2+; and 30 to 40 white blood
cells per high powered field with numerous bacteria.

A kidney, ureter and bladder film demonstrated gas
in and around the right kidney (Fig 1). An excretory
urogram confirmed non-function on the right side (Fig
2) as compared with a study in 1972 which had shown
normal function on the right.

Fig 1. Roentgenogram showing gas in and around
right kidney.

The morning following admission a retrograde

pyelogram showed nonfilling of the right renal pelvis

and some obstruction in the distal right ureter. Because

of the patient’s deteriorating condition despite vigorous

intravenous antibiotic therapy, it was decided to

attempt drainage of the right kidney. At surgery the

kidney was so extensively involved that nephrectomy
was performed. The surgical specimen showed
numerous abscesses in the kidney. All cultures grew E.
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Fig 2. Fifteen-minute film from excretory urogram
showing non-function on the right with function on the

left.

coli. The patient died approximately 12 hours

postoperatively.

Comment
Some of the causes of gas or air in and

around the kidney are trauma, cystoscopy,

fistula, ischemia, ureteral obstruction, and
emphysematous pyelonephritis .

3 The latter

is found almost exclusively in diabetic

patients and generally is associated with

high mortality .

4 It results in gas from
glucose fermentation and by common
enteric bacteria. The prognosis is poor but

any hope of survival depends on prompt
recognition followed by vigorous antibiotic

and surgical treatment. It has been reported

to be bilateral.

References

1. Stadaerik RC: Emphysematous pyelonephritis: A
radiographic description and report of a survivor.

South Med J 67:1425-1426, 1974

2. Dunn SR: Emphysematous pyelonephritis:

Report of 3 cases treated by nephrectomy. J Urol

114:248-250, 1975

3. Davies CJ: Renal emphysema. Br J Urol 46:107,

1974

4. Ramsey EW: Emphysematous pyelonephritis.

Can Med Assoc J 110:1366-1368, 1974

194
J. Louisiana State M. Soc.



Property& Annuities are
selling fast under the
Diamondhead Property
Annuity Program!
You've heard about this revolutionary opportunity to buy property and
on insurance company annuity now being offered by Diamondhead
Corporation.

Soles hove been so successful that we ore asking you to act now.
Because this is a limited offer, you should take advantage of this

exciting opportunity today.

And remember, when you purchase property or Diamondhead you
become, for a reasonable monthly payment, a member of its multi-

million dollar County Club offering gourmet dining, lounges, golf pro-

shop and deluxe locker rooms. You hove full use of the 1 8-hole

championship golf course, the Tennis World, a fabulous complex of

tournament courts and a resident pro on hand, and the brand new
Yacht Club and Marina featuring outstanding docking and launching

r services, eating and lounging

facilities. You and your family will

also be able to enjoy the swim-
ming pools, riding stables and
recreational centers, too.

For complete details, visit

Diamondhead today-take 1-10

to the Diamondhead Exit near
Bay St. Louis.

Or call now-601/255-1212
(we have operators on 24 hour
duty).

Or use this handy coupon.

3ut remember, this is a limited opportunity. Please act now!

Yes I om interested in learning more about the Property

Annuity Plan or Diamondhead Day Sr Louis

NAME-

CITY. -STATE-

BUSINESS TELEPHONE-

HOME TEi EPHONE

Mail this coupon to

Diamondhead Property Annuity Plan

PO. Box 22
Boy St Louis Mississippi 39520

Another f » Diamondhead Corporation Community

Diamondhead
D D. D

)btoin the HUD property report from developer ond reod it before signing anything.

IUD neither approves the merits of the offering nor the value, if any, of the property,

his od does not constitute on offer to selMinjdny^ 1
!

‘



Did You Know That

RUCKER PHARMACAL CO., INC.

Is The Only Full Sendee

Pharmaceutical Manufacturer Zf Distributor

In The State Of Louisiana

Including Complete Manufacturing Facilities

National Sales Force

Fully Staffed Research Facilities

RUCKER PHARMACAL CO., INC.
6540 Line Avenue Shreveport, Louisiana 71106

J. Louisiana State M. Soc.196



dical Grand Rounds
from

Touro Infirmary

Hypertension - Multiple Causes Edited by

SYDNEY JACOBS, MD
New Orleans

Miss Betty Meynier: (a) The patient is a 70-

year-old black disability-retired railroad

baggage clerk, whose father died at 64 years of

unknown causes; his mother died at age 40 “from

having too many children”. He is one of 13

children. His three brothers died from heart

conditions; but no one in the family seems to

have high blood pressure or pheochromocy-

toma. The patient has been married for 46 years

without children; his wife had been employed

periodically as a domestic until mental illness 15

years ago kept her from seeking employment.

Since retiring, the patient has been caring for his

elderly aunt and helping his wife around the

house. He enjoys the races and said that as a

(a) Clinical counselor — Social Service Department,

Touro Infirmary.

younger man he traveled all over the United

States visiting various racetracks.

Originally, he came to our medical clinic

because of head and eye pain. He had been to

many doctors who seemed unable to find what

caused his medical problems. The “Touro
doctors” found a “nonmalignant tumor” in the

abdomen, which diagnosis resulted in surgery

three years ago; and his mind was set at rest.

The patient, interviewed in medical clinic, was

verbal and pleasant. His wife seemed
domineering and somewhat abrupt.

Dr. Koonlawee Nademanee:< b > This is a 70-

year-old black man who escaped significant

physical trauma despite a lifetime of manual

labor, who has been known to have hypertension

(b) First year medical resident.
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since 1960, at which time antihypertensive drugs

were effectively begun. In November, 1972, he

reported to the Touro Clinic with blood pressure

260/160 mm Hg, profuse sweating, shaking,

generalized tremors and diarrhea. The following

month, he seemed to have a cerebrovascular

accident (CVA) with complete subsidence of

neurological complications within 48 hours of

admission but with persistence of hypertension,

nervousness, profuse sweating and generalized

tremors.

Physical examination at that time revealed

cardiac enlargement without signs of congestive

heart failure. The electrocardiogram showed left

ventricular hypertrophy (LVH) after the first 48

hours. By urography and nephrotomography, he

was determined to have normal renal function

but to have a mass above the right kidney. Of the

many laboratory data, the significant

abnormalities related to catecholamine increases

were:

Urinary 24 hour VMA = 43.3 mg/ 24 hour

Urine cathecholamines 614 mg/24 hour

(300 mg/24 hour diagnostic)

Urine 24 hour metanephrine = 2.0 mg/ hour

(0.3 - 0.9)

Suspected of having a right adrenal pheochro-

mocytoma, he underwent laparotomy and was
found to have a right adrenal tumor, 12X12 cm;

histologically it was a benign pheochromocy-
toma. At laparotomy, the surgeon palpated the

left adrenal and found it normal. With
preoperative Dibenamine and Inderal his

postoperative state was remarkably free of blood
pressure abnormalities while levels of vanill-

mandelic acid (VMA), metanephrine and
catecholamines proved to be normal. All

symptoms of pheochromocytoma seemed to

disappear, even though his blood pressure

remained at 200/110 mm/Hg.
During the past three years, he has been

regularly attending our Outpatient Department.
There persist generalized cardiac enlargement

without pulmonary edema, ECG signs of left

ventricular hypertrophy, limitation of activity

and the need for digitalis daily; but there have
been no seizures, “pheochromocytoma
symptoms” or the suggestion of a CVA. Values
for electrolytes, blood urea nitrogen, creatinine

and creatinine clearance have been maintained at

normal levels while taking Apresoline 25 mgm
b.i.d., Inderal 10 mgm q.i.d., and HydroDiuril

15 mgm b.i.d. His blood pressure was about

200/120 bilaterally in both positions.

Dr. Carlos Alfaro: (c)
I saw him in November,

1972, when he was admitted with hypotension

and unresponsiveness but not with lateralized

findings. I felt that he never had sustained a

definite CVA, but rather an episode of severe

hypotension. After he recovered from his

unconsciousness, the main clinical manifesta-

tions were profuse sweating, nervousness and the

wide fluctuations in the blood pressure from 300

systolic in one minute down to 80 or 60 especially

when we palpated his abdomen. With each

episode, he reported premonitions of his death.

When we proposed surgery, we assumed that he

had already had irreversible changes that would

make hypertension continue.

Dr. Sydney Jacobs: ld) Dr. Garbus, would you

want to consider whether his high blood pressure

is the result of a pheochromocytoma which we

should seek or whether it is due to something

entirely different?

Dr. Stanley Garbus: <el Pheochromocytoma is

a tumor of the chromaffin cells which synthesize

and store catecholamines. This tumor is found in

approximately 1 of every 200 persons with

hypertension. It is usually benign and often

located in the adrenal glands, although the

tumor may be extraadrenal and may be

malignant.

Adrenal tumors usually secrete epinephrine

whereas extraadrenal tumors secrete nore-

pinephrine predominately. Epinephrine-

secreting adrenal tumors produce systolic hyper-

tension with high cardiac output, tachycardia,

sweating, flushing, tremulousness and occasion-

ally hypotension, and shock. Norepinephrine-

secreting tumors produce both systolic and
diastolic hypertension, a little less tachycardia

and fewer paroxsyms of anxiety and palpitation.

The primary clinical feature in either event is

hypertension in 98 percent of cases. The

hypertension is either intermittent in about 40

percent of the cases and sustained in the other 60

percent. Paroxysms of severe hypertension are

observed in approximately half of the cases. The

(c) Fellow, Division of Pulmonary Diseases, Touro
Infirmary.

(d) Chief, Department of Medicine, Touro Infirmary;

Clinical professor of medicine. Tulane University School

of Medicine.

(e) Assistant professor of medicine, LSU School of

Medicine.
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triad of headache, sweating, and flushing often

accompanies this severe hypertension. Palpita-

tions, anxiety, nausea and vomiting, weight

loss, funduscopic changes and impaired glucose

tolerances are quite common, whereas less

common findings include abdominal pain, chest

pain, polydipsia, polyuria, flushing,

acrocyanosis, pallor, dyspnea, dizziness,

convulsions and bradycardia.

Paroxysmal hypertension may be brought on

by bending over, urination, defecation, an

enema, histamine testing, anesthesia, smoking,

abdominal palpation and pregnancy in some
cases (supposedly by the uterine pressure on the

adrenal glands). The spells may occasionally

elevate the blood pressure beyond 250 mm Hg
systolic or 150 mm Hg diastolic and produce

angina, myocardial infarction or acute

pulmonary edema. Funduscopic changes are

frequent, whereas renal damage is quite minimal

in this type. Orthostatic hypotension, noted in

about 65 percent of cases, is due primarily to the

blunted sympathetic reflex and contracted

blood volume in the vasoconstricted vascular

bed.

There are familial syndromes; and at times,

multiple pheochromocytomas may be associated

with medullary thyroid carcinoma called the

syndrome of multiple endocrine adenomatosis

Type II. Also, they may be associated with

parathyroid adenomas, neuromas of the lip,

tongue, conjunctivae and eyelids.

The laboratory tests rely upon epinephrine,

norepinephrine and their breakdown products,

metanephrine or normetanephrine, free

catecholamines or VMA. Free catecholamines

for normal adults are less than 10 mg; for a

pheochromocytoma it may be from 10 mg up to

several hundred, and this is positive in 99 percent

of cases. It is a difficult procedure to do in the

laboratory, although it is quite sensitive and it is

especially useful during the attack.

Next sensitive would be the metanephrine

evaluation; in the normal it is less than 1.2 mg;

and individuals with a tumor may have levels

from 1 mg to as high as 100 mg per day. The

metanephrine level is 97 percent positive; it is the

simplest test and can be done on a 24-hour

specimen or on a single voided specimen.

Estimation of vanillmandelic acid (VMA) is the

oldest test; normally, it is less than 6.5 mg and

may be between 5 mg to 600 mg in those

individuals with a tumor. Caffeine, vanilla,

chocolate, ice-cream, cakes and aspirin influence

the results and should be eliminated from the diet

for three to four days prior to the urine

collection.

Pharmacologic evaluations, used before the

specific urine tests were perfected, included the

histamine, tyramine, glucagon or regitine tests.

We would not recommend any of these today

because they cause discomfort and may be

dangerous. Moreover, they are less reliable than

measurements of catecholamine levels.

Localizing the tumor by intravenous

pyelogram with nephrotomography will often

give a nice clean separation between the kidney

and any associated structures. Adrenal arteriog-

raphy may not be a necessary procedure unless

the IVP and nephrotomogram produced some

confusion on the results. Selective catheteriza-

tion may be required to determine if both sides

are involved, as this occurs in about 10 to 15

percent of the cases.

Medical therapy of pheochromocytoma
involves alpha-adrenergic blockade with

phenoxybenzamine to overcome the alpha-

adrenergic vasoconstriction. This is followed a

week later by beta-adrenergic blockade with

propranolol, 10 mgm t.i.d. or more. It is very

important not to use the beta blocking drug first,

because of the possibility of the vasocon-

striction being relatively unopposed, resulting in

a marked rise in blood pressure.

Surgical therapy is ideal but does carry a

high surgical risk, even with preoperative

preparation using alpha and beta blocking

agents. Postoperative management is difficult in

that one must often use plasma expanders for the

shrunken blood volume, resulting from severe

vasoconstriction, and may inadvertently

produce hypervolemia. Therefore, furosemide

should be kept readily available for the treatment

of hypervolemia after surgery. After the

operation, the urine should be reexamined for

catecholamines to search for residual tumors in

the aortic bifurcation or in other sites where

tumor may be found.

The important point in this patient’s life was in

1960 when the hypertension was first discovered.

If he had been adequately treated at that time,

perhaps many of the problems which he is now
having would never have occurred. Although

evaluation of the etiology is important, it is more
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important to treat the patients and make sure

that their blood pressures are less than 160/95

mm Hg. This figure is the upper limit of normal

according to the American Heart Association

and the World Health Organization.

Pheochromocytoma may just be a very

interesting little sideline to this particular

patient’s history, because he does indeed have the

three target organ involvements of hypertension:

cerebrovascular disease, cardiomegaly and

impaired renal function.

These target organ effects make me suspect

that we’re viewing the persistence of hyper-

tensive changes, whether due to essential hyper-

tension or a pheochromocytoma. Essential or

primary hypertension would not be likely to first

appear at age 56. It usually starts in the 30s and is

familial with either one or both parents having

hypertension, kidney disease, or heart attacks or

strokes.

Let us discuss why he did begin to have hyper-

tension at 56 or 60. He did work at a very

strenuous activity as a longshoreman and

conceivably some trauma might have produced

pressure on the kidney or renal artery eliciting a

renin response and elevation of blood pressure.

It is also possible that an atherosclerotic plaque

in one renal artery produced a markedly severe

hypertension at age 56, whereas there was no

hypertension in earlier adulthood.

I note that initially in 1 972 he was on 1 gram of

Aldomet and 50 mgm of HydroDiuril a day, with

elevated blood pressure readings. Was he well

controlled on that regimen?

Dr. Alfaro: As far as I know he was fairly well

controlled.

Dr. Garbus: It appears that he was controlled

on that therapy and he suddenly broke through

with this classical type of pheochromocytoma.
All too often our follow-up clinics have not been
aggressive enough with antihypertensive
therapy.

Irrespective of the etiology of his hyperten-

sion, now that the pheochromocytoma has been
removed, we have to use drug therapy

consistently and persistently to control the blood
pressure through the “3D” approach: Diet,

Diuretics and Drugs.

I remind you that there are 44 mEq of sodium
in 1 gram of sodium. If you prescribe a 2 gram
sodium diet, and the patient takes up to 3 grams,
you should recover up to 132 mEq of sodium in

his 24-hour urine specimen. But if you’ve

200

recovered 300 to 400 mEq of sodium in his 24-

hour urine, then you can be sure that he’s not

following your diet suggestion. In many patients,

reduction of weight will help control the blood

pressure. A diuretic such as a thiazide or hydro-

chlorothiazide may be used initially. Furosemide

is used when there is some degree of renal

impairment. I suggest that the thiazide be long-

acting, because one pill a day is easier to

remember and makes for improved patient

compliance.

There are many good antihypertensive drugs:

sympathetic blocking agents such as

methyldopa, propranolol, reserpine and

clonidine (Catapres); the vasodilating drugs

hydralazine (Apresoline) and some of the newer

ones, minoxidil and prazosin, which may be

coming out shortly. I urge you to study the

recommendation of the American Heart

Association and the National High Blood

Pressure Education Program called the “Stepped

Care Approach”. A hypertensive patient at the

lower range (diastolic 95 to 110 mm Hg) should

have a low salt diet, weight reduction as needed,

and a thiazide used to its maximal dosage, ie,

hydrochlorothiazide 100 mg or 150 mg per day.

Two tablets of Enduron or Renese, or one of the

other long-acting thiazides will be effective and

give a longer diuretic effect. Lasix (furosemide)

may be added once or twice a week if necessary.

If the patient has not reached the goal blood

pressure, the next step might be either reserpine

(which we don’t use very much) methyldopa,

hydralazine or clonidine (Catapres), which are

all good first choices. Whichever drug you

choose, go to the maximal level; but do not

hesitate to go to the next step. If you’ve added a

sympathetic blocking agent, you might want to

give a vasodilator, or if you started with a

vasodilator you might want to add a sympathetic

blocking agent. This is the “Stepped Care

Approach”. If need be, one might request a

plasma renin, a hypertensive IVP, VMA or

metanephrines. Some people might use

propranolol as a first step; but remember that

this drug is not approved for use by the FDA in

hypertensive patients.

My recommendation on this patient is to

continue with Apresoline up to 300 mg per day
and a maximal dose of a thiazide, whether 50
mgm b.i.d. or 100 mgm b.i.d. Once the

hydralazine has been given to its maximum dose
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level without the desired therapeutic effect, I

would add either methydopa or clonidine.

Dr. Jacobs: Dr. Garbus, we’re going to act on

the presumption that we’re dealing with end-

organ disease here. We truthfully don’t know
whether he had a metastasis or recurrence or

activity at the site of a second pheochromocy-

toma; at this stage of the game, can you use the

absence of sweating, hypoglycemia and crises as

evidence that his blood pressure rise now is

probably not pheochromocytoma activity?

Dr. Garbus: No, 1 wouldn’t say so. 1 think the

best test would be the laboratory evaluation.

Dr. Jacobs: Can we use that step chart of the

American Heart Association on him as if he were

a brand new 70-year-old hypertensive who did

not have a pheochromocytoma?

Dr. Garbus: Yes, the Veterans Administra-

tion’s study showed a definite impact of hyper-

tensive management on patients with

intermediary hypertension but not so clearly in

mild hypertension. I believe that the “Stepped

Care Approach” is valid for any hypertensive.

Dr. Jacobs: Suppose we were to take every

patient with hypertension who comes into our

clinic and we were to apply the American Heart

Association’s Three Step Program, what
percentage of patients do you believe would

return to our target goal?

Dr. Garbus: Probably between 70 percent and

80 percent. Dr. Laragh and his associates have

studied low-renin hypertension as compared
with normal or high-renin hypertension. He
believes that those individuals with low renin

hypertension have a reduced morbidity over a

period of years. Certainly those with high renins

might have a less favorable prognosis, but the

opposite effect with the low-renin group has not

been firmly established. An individual with high

renin might benefit from the use of a renin-

lowering drug such as propranolol, which acts at

the beta-adrenergic nerve endings in the

juxtaglomerular apparatus by blocking or

diminishing the release of renin into the

circulation.

There are other antihypertensive drugs which

are renin-lowering, such as methyldopa and

clonidine. Certain other drugs are renin

stimulating, such as diuretics, vasodilators and

spironolactone. The important thing to

remember is that even though the vasodilators

and diuretics tend to increase the renin, they

don’t increase it enough to make it clinically

July, 1976 — Vol. 128, No. 7

significant. If you had to choose which type of

drug to use for a salt and water dependent

hypertension, I would be more likely to use a

diuretic; if the patient were the thin non-

edematous type of hypertensive individual, I

might suspect a renin-dependent hypertension,

and I would be more likely to start with

propranolol, methyldopa or clonidine.

Editor’s Note: We are now convinced that

treatment for hypertension is effective in

preventing complications but only if this

treatment is consistent and well monitored.

Perhaps 95 percent of patients with elevated

blood pressure consistently have essential

hypertension and can be adequately treated with

drug regimens such as those described by Dr.

Garbus. The practitioner must constantly be on
the alert for those relatively few persons whose
blood pressures are not easily controlled, and he

must search among those for “correctable causes

of hypertension”. Until such time as the number
of “correctable causes” is increased and until

such time as specific therapies are evolved for the

various morbid states which we now classify

together as “essential hypertension,” control of

the blood pressure level is in itself an objective of

therapy.

AFTER

YOU LEASE A CAR,

IT'S TOO LATE TO LEARN
ABOUT AUTO LEASING!

Why not find out beforehand just what your lease offers you. We at

Bailey Lincoln-Mercury are sincerely interested in seeing that you

are given a lease that is tailor-made to fit your needs Our ever-

growing list of accounts is ample testimony that our lease agreements

are ideally suited for the individual's needs. We offer the type of

service you expect and deserve

Could we give you more information about automobile leasing?

I
"1

1535 POYDRAS • Across from Suoerdome
NEW 4 USED CAR SALES • 522 6611

Showroom open 8am 9pm Mon Fri and 8 to 6 Sat
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Have you ever held a meeting

between a Riverboat and a Southern Plantation?
You can ! At the new
1000 room, 42 floor

New Orleans Marriott

. . . in the French
Quarter ! Where the

lobby’s a Southern
Plantation fantasy; the

rooftop’s an old-time

Mississippi Riverboat
restaurant; and you’re

between them both in

meeting rooms to end
them all

!

You’ll have
30 meeting rooms and
60 conference parlors.

Plus a Grand Ballroom
2 stories high that

houses 2500 and 2 huge
exhibition halls, all

wired for sound. And,
you’re just 2 blocks

from the Rivergate
Exhibition Center.

If you’re in New
Orleans on business

alone be sure to stay at

our place ! Our fun
facilities are as fabulous
as our meeting facilities!

M /Au ^ 4-

HAtorrioti
HOTEL

Canal at Chartres, New Orleans, La. 70140
(504) 581-1000 or Toll Free (800) 228-9290
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Electrocardiogram

of the Month

Editor

NORTON W. VOORHIES, MD
New Orleans

Arrhythmia Following Electrical Cardioversion
D. LUKE GLANCY, MD

New Orleans

These V 1 rhythm strips (not continuous) sion of a 48-year-old man with chronic “lone”

were recorded after electrical cardiover- atrial fibrillation.
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Fig 1.

What is your diagnosis?

Elucidation is on page 208.

Dr. Glancy is the director of cardiology, Hotel Dieu Hospital, and clinical professor of medicine, LSU Medical

Center, New Orleans.
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Viral Surveillance in Louisiana - 1975

Surveillance of viral activity in Louisiana

is a function of the Epidemiology Unit

within the Division of Health, Louisiana

Health and Human Resources Administra-

tion. Results of such surveillance in 1975

alerted Louisiana physicians to the presence

of St. Louis encephalitis virus in

Northeastern Louisiana last summer. The

surveillance also enabled state and local

health officials to take preventive measures

that curtailed an epidemic of measles last

winter in Iberville Parish. Additionally, the

status of influenza was routinely made
public. Following are a discussion about

1975 data on viral activity in the state,

comments about the reporting system and

some recommendations for 1976.

Data for viral activity are accumulated in

two ways. First, physicians are “required”

by state regulation to report to their health

units various types of viral illness including

measles, rubella, polio and suspected cases

of viral aseptic meningoencephalitis.
Confidential case report forms (CDC-
4.2430) are used for such reporting and are

available to physicians through their local

health units. Second, the Division of Health

laboratory’s viral isolates and serologic data
are continuously reviewed.

The confidential case report forms
identified 200 patients in 1975 with viral

disease specified as either encephalitis,

aseptic meningitis or aseptic menin-
goencephalitis. However, the vast majority

of the reports of encephalitis and aseptic

meningitis failed to list specific etiologic

Mr. Helmkamp is with the Tulane School of Public

Health.

Dr. Greenberg is with the Epidemiology Unit,

Division of Health, LHHRA.
Dr. Gohd is the director of the Viral Laboratory,

Charity Hospital, New Orleans.

JAMES HELMKAMP, BS

RICHARD GREENBERG, MD
ROBERT GOHD, PhD

New Orleans

agents and therefore, at best, could give

only an indication to possible viral

activity. Unfortunately, nearly half of the

forms were submitted from physicians

in the New Orleans area (an area that

contains approximately 30% of the state’s

population) and the area outside New
Orleans was not adequately represented.

Viral isolates and serologic data

documented: 1) Influenza A activity during

January and February, 1975, in New
Orleans and Baton Rouge; 2) Confirmatory

evidence of St. Louis encephalitis virus

(SLE), measles and rubella activity; 3)

Etiologic agents for 16 cases of encephalitis

and 27 cases of aseptic meningitis; and 4)

Several outbreaks of enterovirus associated

illness in New Orleans. Again, the majority

of specimens were submitted by New
Orleans area physicians.

In cases of encephalitis, laboratory data

did reveal that mumps predominated in

ages 0-20, enterovirus in ages 20-40, and
SLE and herpes simplex virus in ages over

40. Also, it showed that cases of aseptic

meningitis were caused mostly by mumps (5

cases) or enterovirus (22 cases) with the

most frequent enterovirus isolated being

ECHO-9 (7 cases). Most of these occurred in

ages 0-30. As expected aseptic meningo-
encephalitic activity was heaviest from
April to September with SLE activity

peaking in July and August. One death was
associated with this virus. Of SLE cases

confirmed (6) or highly suspected (7), nine

were male and four female; the youngest
was 19 years old and eight were over 40.

Nine live in Ouachita Parish, three in West
Carroll and one in Catahoula.

In non-central nervous system related

illness, numeous varieties of viruses were
found. Of interest to clinicians were seven
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cases of “croup” in which parainfluenza-

1

virus was isolated, one case of parotitis in

which an ECHO-33 virus was isolated from

Wharton’s duct, and the isolation of

cytomegalovirus from the blood of a “septic”

leukemia patient.

With the collection, tabulation, and

analysis of 1975 data completed, we are

inclined to believe that although some
findings were made, there were significant

deficiencies in the reporting system. First,

CDC-4.2430 forms, despite being helpful in

reporting incidence of illness, do not allow

for definitive etiologic data on viral activity.

Second, viral isolates were submitted

primarily from the New Orleans area.

The need to monitor viral activity is

obvious. It allows physicians to be informed

of viral activity that they may see in their

community and allows public health

officials to take preventive measures to

protect the population. Of particular

importance, Louisiana may again be

threatened by the St. Louis encephalitis

arbovirus as this virus is characterized by

reappearance in successive years. In 1976,

efforts should be made by physicians,

statewide, to submit specimens for viral

isolation. Needless to say, both the reporting

of suspect cases using form CDC-4.2430 and

the submission of specimens are essential to

the surveillance program.

The following recommendations are

made: 1) Continued but more complete use

of CDC-4.2430 report forms; and 2)

Submission of appropriate specimens from

cases of suspected viral illness.

Inquiries about the collection, labeling

and shipping of specimens should be made
to Dr. Robert Gohd, director of Viral

Laboratories, Charity Hospital of New
Orleans, phone number: 504-568-3329.

Inquiries about viral activity and
preventive measures should be addressed to

the Epidemiology Unit of the Division of

Health, phone number: 504-527-8121.
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Do you feel qualified to

diagnose your

insurance policy?

,A.t Group Consultants we've offered

you a comprehensive insurance

program sponsored by the LSMS since

1972. But we know that terms can

sometimes be confusing in making any

decision about insurance, so here are

some of the most commonly misused

terms and what they really mean.

Non-cancellable: A contract in which

the insurer can not change provisions

of the contract while it is in force.

Unfortunately this usually means the

rate will not be adjusted downward
either.

Guaranteed renewable: A contract in

which the insurer can not change

provisions of the contract except the

premium rate for a specific class of

people. For example Group

Consultants has just reduced

premiums on LSMS disability plans

for all members under 40.

LSMS disability renewal guarantee:

That provision of your LSMS
sponsored plan which guarantees that

your plan cannot be terminated except

by the LSMS, and only when another

LSMS sponsored plan replaces it.

Conversion of your old plan is

guaranteed, thereby affording

you the opportunity to acquire an

additional policy.

Personal Benefit Summary: A
detailed annual recap of personal

insurance benefits and options, made

available only to participants in the

LSMS sponsored programs.

Rehabilitation rider: That portion of

your LSMS disability program which

provides for continuation of benefits

and supplementary payments while

you, the insured, are attempting to

retrain for your own or another

profession.

These are some of the terms as they

apply to your LSMS sponsored

disability policy. However, questions

about other provisions of your policy

may arise and we're always ready to

answer any questions you may have.

So the next time someone gives you

his diagnosis of your insurance

coverage - make sure he’s diagnosing

in his specialty - call us.

GROUP CONSULTANTS, INC.
BYNUM,GRACE & KIRBY INC.

555 Building, St. Tammany St.

P.O. Drawer 66635 Baton Rouge, La. 70806

(504) 926-6303
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By LEON M. LANGLEY, JR.

The Average Health Care Bill for a person 65 or older was $ 1 ,360 in the fiscal year that ended in

July, 1975. The bill was almost three times that of people age 19 to 64. The figures are

contained in a report issued by the Social Security Administration. Health care expenditures

for the aged rose 18.0% in fiscal year 1975, compared with an 11.4% increase in 1974.

Depending on Location, a semi-private hospital room can cost up to $100 a day more in one

part of the country than in another. According to a survey by the Health Insurance

Association of America of hospital semi-private room charges as of January, 1976, charges

in some parts of the country were often double — sometimes triple — that of other areas.

The survey showed that the highest average charges were leveled in New York County

(Manhattan), $182 daily. The people paying the least for semi-private hospital rooms,

according to the survey, were those living in Memphis, Tennessee. The rate there averaged

$38. Overall, the average cost to residents of the state of New York, despite the high cost

in New York City, was $103.46.

The American Public Views Health Care as the top priority for Federal spending, according

to a survey taken by Gallup International. George Gallup reports that survey respondents
— asked to choose their number one, two and three priorities for Federal spending —
indicated that the public’s top priorities are health care (53 per cent), public school education

(48 per cent) and law enforcement (41 per cent). The percentages include the combined

first three choices of each of the 1,558 respondents.

Physicians’ Fees Rose 0.7% in April, down substantially from the 1.3% increase in both

February and March, but they continued to rise faster than the all-services and all-items

sections of the Consumer Price Index, according to the Bureau of Labor Statistics. The
all-services index slowed its rate of increase to 0.3% last month, compared to 0.6% in

March. The all-items index increased 0.4%, up from the 0.2% recorded in each of the first

three months of 1976. The index for hospital service charges increased 0.6% in April,

compared to 0.9% in March, and the semi-private room charge index rose 0.4%, compared
to 0.9% in March. The operating room charge index increased 0.8% in April, down from

1.0% in March. The prescription drug index rose 0.5%, the same as last month.

The Trend Toward Utilizing local free-standing ambulatory surgical centers (FASC) is

expanding throughout the country as patients accept them as alternatives to hospitali-

zation, reports Today’s Health magazine. "Run by ethical private physicians on a business-

like basis, the independent centers constitute a viable response to the clamor against

runaway medical costs. At least 25 full-service FASCs have sprung up from coast to

coast amid much controversy, sparked chiefly by hospital administrators and other

critics who argue that FASCs offer unfair competition. Ardent advocates, on the other

hand, say the nation needs many more of these free-standing facilities, that the delivery

of medical care should be streamlined.”

The Number of Marriages continues to decline in the U.S., the National Center for Health

Statistics said. In 1974, the center said, there were 2,229,667 marriages, down 54,000 from

1973. Provisional data for 1975 show there were about 2,126,000 marriages.
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ELECTROCARDIOGRAM OF THE MONTH

Electro-

cardiogram

of the Month
ELUCIDATION

Diagnosis — Sinus rhythm with
aberrantly conducted and nonconducted

atrial premature beats.

The T waves of the 3rd, 7th and 11th beats

of the top strip; the 4th, 5th and 8th beats of

the middle strip; and the 3rd and 9th beats

of the bottom strip look different from the T
waves of the other sinus beats because they

contain premature P waves. When one of

these atrial premature beats arrives during

the relative refractory period of the

intraventricular conduction system, it is

aberrantly conducted (the 4th, 8th and 12th

QRS complexes of the top strip and the 6th

QRS complex of the middle strip).

When the atrial premature beat arrives

during the absolute refractory period of

either the atrioventricular or the intraven-

tricular conduction system, it fails to be

conducted to the ventricles, and the QRS is

absent. Because the atrial premature beat is

conducted to the sinus node and depolarizes

it, that pacemaker must once again begin its

phase 4 spontaneous depolarization. Conse-

quently there is a pause before the next

sinus-initiated P wave appears. Two such

pauses follow nonconducted atrial

premature beats in the middle strip and two
in the bottom strip.

Discussion

Atrial premature beats with aberrant

ventricular conduction are distinguished

from ventricular premature beats by
finding a premature P wave preceding the

QRS complex in question. Because the

premature P wave often is buried in the

preceding T wave, it can easily be over-

looked. In aberrantly conducted
supraventricular beats, the initial portion of

the QRS usually has the same appearance as

the normally conducted beat, and it is the

terminal portion that shows the delay in

intraventricular conduction. In contrast,

both initial and terminal portions of the

QRS of ventricular premature beats usually

differ from those of the normally conducted

beats.

Nonconducted atrial premature beats are

distinguished from the less common
conditions sinus arrest and sino-atrial block

in the same way— by finding the premature

P wave, often in the preceding T. Marriott

has repeatedly emphasized “the commonest
causes of pauses are nonconducted atrial

premature beats.” 1

“Lone” atrial fibrillation is a term applied

to patients who have the arrhythmia
without other evidence of cardiac disease.2 5

Although such patients have no mitral

valvular disease and their atria are of

normal or only slightly increased size, after

cardioversion many of them, particularly

the elderly patients in whom the condition is

most common, eventually revert to atrial

fibrillation, even when maintained on

quinidine as prophylaxis against reversion.

In this patient, the interval from the last

sinus P wave to the premature P wave is

especially short— less than half the interval

between two sinus P waves, a situation

known to predispose to atrial tachyar-

rhythmias6
; and he eventually reverted to

atrial fibrillation.
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(Organization Section

The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

MINUTES

HOUSE OF DELEGATES
LOUISIANA STATE MEDICAL SOCIETY

Shreveport, Louisiana

May 4, 1976

SECOND SESSION

CALL TO ORDER
The meeting of the House was called to order on the

above date by the Chairman of the House, Maurice E.

St. Martin, M.D.

REPORT OF CREDENTIALS COMMITTEE
Credentials Chairman, Elwyn F. Cavin, M.D.,

advised the Chairman of the House that a quorum was

present and that all credentials were in order.

SPECIAL ORDER
Frank P. Incaprera, M.D., moved that the ballot box

be closed at 9:30 a.m. so that the votes could be

tabulated. In the event a majority vote was not received

by one of the candidates for the Vice-Chairmanship of

the House, this would allow time for a runoff election.

This motion received a second, was voted upon, and

carried.

ROLL CALL
H. Ashton Thomas, M.D., Secretary-Treasurer,

called the roll of officers, past presidents and special

delegates.

ANNOUNCEMENTS
The Chairman announced the winners of the

Scientific Exhibit Awards:

First Place —A nimated: “Coronary Artery Surgery -

Updated”, by John Ochsner, M.D. and Noel Mills, M.D.,

Ochsner Clinic.

Second Place — Animated: “Cutaneous Surgical

Rehabilitation”, by James W. Burks, M.D.; George A.

Farber, M.D.; Gary R. Brown, M.D. and Andrew M.

Hegre, M.D., Burks Dermatology & Allergy Clinic.

First Place — Non-Animated: “Marriage
Preparation & Marriage Enrichment.” by Joe E.

Holoubek, M.D., Shreveport Medical Society

Committee on Medicine and Religion.

Second Place — Non-Ayiimated: “Right to Life”, by

The Shreveport-Bossier Right to Life Association.

The Chairman advised all candidates for office that

if they wished they could appoint a teller to be present

for the counting of the ballots.

UNFINISHED BUSINESS: RESOLUTIONS
Upon motion made, seconded and carried, the

following resolutions were acted upon as indicated.

#919 — Establishment of Nursing Criteria and New

Classes of Personnel by State Board of Nurse

Examiners — adopted as follows:

RESOLVED, that the Louisiana State Medical

Society opposes the establishment of the specified

nursing criteria and the appointment of new classes of

personnel by the State Board of Nurse Examiners.

SPECIAL ORDER
One of the delegates asked that the time limit for

closing the ballot box be extended to 10:00 a.m. to allow

delegates who were arriving late a chance to vote.

Reconsideration of the matter was voted upon and

carried. A motion was then made, seconded and carried

to extend closing of the ballot box to 10:00 a.m.

#910 — Adherence to Freedoms, Ethics and

Principles — amended and adopted as follows:

RESOLVED:

(1) That this House of Delegates instructs its officers

that any program, which by letter of law or by

bureaucratic regulation, infringes upon, compromises

or negotiates our basic freedoms for patients and

physicians or ethics and principles, will be rejected by

Louisiana physicians: and

(2) That any attempt by the federal government to

cut off federal funds to hospitals, to which physicians

have no contractual legal obligations either to the

hospital or to the government which are the

contracting parties, because physicians are upholding

as inviolate their freedoms, principles and ethics to

serve public interest, will be met by united action to

carry the issue to the public.

#921 — Reaffirmation of LSMS “Freedom” —
amended and adopted as follows:

RESOLVED, that inasmuch as some of the

legislation enacted by government and some of the

regulations enunicated by agents of government,

boards and review organizations are very often

contrary to the following basic freedoms recognized by

the Louisiana State Medical Society as necessry to the

proper practice of medicine, the LSMS hereby

reaffirms:

(1) Freedom of the patient to choose his physician.

(2) Freedom of the physician to decide whom he will

treat, except in emergencies.

(3) Freedom of the physician to choose the method of

treatment of his patients, consistent with good medical

practice in his locality.

(4) Freedom of the physician to practice in the

geographic location of his choice.

(5) Freedom of the physician to admit his patient to a

hospital for treatment, under the continuing concept
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that this is the sole prerogative of the physician,

consistent with the official policy of the hospital

medical staff, and irrespective of race, creed, color, or

political belief.

(6) Freedom of the physician to have the right to

direct billing, the right to determine the method of

receiving payment for his services, and the right to a

fee-for-service concept in the delivery of medical care,

and be it further

RESOLVED, that any legislation or regulation

which is contrary to any of the above six principles is

inimical to proper medical practice; and be it further

RESOLVED, that the Louisiana State Medical

Society urges its members to avoid participation in or

implementation of any laws or regulations which

encroach upon the freedoms above listed.

#914 — Joint Commission on Accreditation of

Hospitals — adopted as follows:

RESOLVED, that this House of Delegates instructs

its officers to seek a standby mechanism for quality

assessment of hospitals in our state in the event the

continuing drive force of JCAH clashes with the LSMS
objectives of quality care promotion and the essential

freedoms, principles and ethics upon which we choose

to stand.

#922 — Joint Commission on Accreditation of

Hospitals Requirements — amended and adopted as

follows:

RESOLVED, that the Louisiana State Medical

Society requests the Joint Commission on
Accreditation of Hospitals to rescind or deny the

requirements for minute delineation of medical and
surgical practice and medical audits based on norms
and standards immediately; and be it further

RESOLVED, that the Louisiana State Medical

Society advises the medical staffs of hospitals in

Louisiana to request the boards of hospitals and their

administrators to defer application for survey until

such requirements are rescinded.

Prior to consideration of Resolutions #914, #915 and

#916, it was noted that there was a recommendation
from the Past Presidents’ Advisory Council to table

these resolutions referable to malpractice insurance

since there will be a Special Session of the House of

Delegates in September on the malpractice insurance

issue. Following a discussion of the subject, it was duly

moved, seconded and carried to table Resolutions #914,

#915 and #916.

With regard to the Special Session to be held in

September, Dr. Ralph Riggs made the following

motion: that when the reports of the various studies on
captive insurance are formulated, they be forwarded to

the members of the House of Delegates not less than two
weeks prior to the meeting so that the delegates can
become acquainted with the information. This motion
received a second, was voted upon and carried.

#918 — Retention of Physicians on Board of Nurse
Examiners — adopted as follows:

RESOLVED, that the Louisiana State Medical

210

Soceity advocates retention of two physicians on the

Board of Nurse Examiners.

#920 — Social Security Numbers for Identification

Purposes — adopted as follows:

RESOLVED, that the House of Delegates of the

Louisiana State Medical Society instructs all of the

members of the Society and all component societies

that the members are strictly within the law if they

avoid furnishing Social Security numbers to agencies,

government departments, insurance carriers or any

other persons as a requirement for receiving payment

for services; and be it further

RESOLVED, that the House of Delegates of the

Louisiana State Medical Society inform the agents of

the Social Security Administration that such action has

been taken; and be it further

RESOLVED, that the Congressional Delegation

from Louisiana be apprised of this action and that the

Congressmen and Senators from Louisiana be

specifically called upon to assist in maintenance of the

laws as passed by Congress.

#923 — Repeal of Act 123 — amended and adopted as

follows:

RESOLVED, that the House of Delegates of the

Louisiana State Medical Society directs the Council on

Legislation to take any and all necessary actions to

repeal and/or amend Act 123 of the 1975 Louisiana

Legislature so as to prohibit optometrists from using

drugs and medications for diagnostic and/or
therapeutic purposes; and be it further

RESOLVED, that the House of Delegates directs

that this resolution be implemented no later than the

1977 regular session of the Louisiana Legislature.

Past Presidents’ Resolution #2 — P.L. 93-641 —
adopted as follows:

RESOLVED, that the Louisiana State Medical

Society again expresses its concern over P.L. 93-641

(The National Health Planning and Resources
Development Act of 1974) and the potential for harm
incident to its implementation; and be it further

RESOLVED, that the Louisiana State Medical

Society leadership is directed to take appropriate legal

action which would challenge the constitutionality of

P.L. 93-641; and be it further

RESOLVED, that a comparable resolution be

introduced by the Louisiana Delegation to the AMA
House of Delegates; and be it further

RESOLVED, that copies of this resolution be sent to

Honorable Edwin Edwards, Governor of Louisiana, to

the entire Louisiana Congressional Delegation, to

Honorable David Mathews, Secretary to the

Department of Health, Education and Welfare, and to

Honorable Gerald Ford, President of the United States

of America and to every member of the Louisiana

Legislature.

:

i

Upon a two-thirds majority vote, the House approved P

consideration of late Resolution #925 entitled, P;

“Prescription and Use of Amygdalin Laetrile as Cancer ,li

Treatment”. After lengthy discussion of the resolution, 4i

however, it was withdrawn by the authors.
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Past Presidents’ Resolution #3 — Laetrile — adopted

as follows:

RESOLVED, that the Louisiana State Medical

Society reaffirms its interest in supporting the

constitutionally guaranteed freedoms; and be it further

RESOLVED, that the Louisiana State Medical

Society take steps to clarify for its membership and for

the general public the separateness of the issues

concerning constitutional freedoms and the promotion

of any specific therapeutic modality: and be it further

RESOLVED, that the Louisiana State Medical

Society goes on record as pointing out to its

membership and to the general public the fact that

Laetrile has not stood the critical scrutiny of the

scientific community as an appropriate therapeutic

approach to cancer and allied diseases; and be it

further

RESOLVED, that the Louisiana State Medical

Society advises its members against the use of Laetrile

as a therapeutic agent until such time as its use has

been validated by critical evaluation of objective

evidence.

Upon two-thirds majority vote, the House approved

consideration of late Resolution #926. The resolution

was acted upon as indicated.

#926 — Anti-Drug Substitution — adopted as follows:

RESOLVED, that in order to protect our patients,

the House of Delegates of the Louisiana State Medical

Society goes on record as being unalterably opposed to

allowing a pharmacist to substitute a so-called

chemical equivalent, or any other drug, for the drug
prescribed; and be it further

RESOLVED, that the House of Delegates of the

Louisiana State Medical Society instructs the

Legislative Council and the Director of Governmental
Affairs of the LSMS to oppose any legislative effort to

allow such substitution.

NEW BUSINESS
REPORT OF EXECUTIVE COMMITTEE

Joint recommendations from the Louisiana

Academy of Family Practice, the Louisiana Pathology

Society and the Louisiana Society of Internal Medicine

regarding voluntary quality assurance programs for

Louisiana laboratories were presented for

consideration. Upon motion made, seconded and

carried, the recommendations were adopted as follows:

(a) That every laboratory within Louisiana,

including hospital laboratories, independent
laboratories and laboratories located within

physicians’ offices, maintain an active ongoing Quality

Assurance Program.

(b) That the two programs most suitable for small

laboratories, such as those located within physicians’

offices, are the Medical Laboratory Evaluation (MLE)
Program, conducted by the American Society of

Internal Medicine, and the Proficiency Evaluation

Program (PEP), conducted by the College of American
Pathologists. Both programs are endorsed by the

American Academy of Family Physicians, and by the

American College of Physicians. The two programs are

quite similar; of the two, the MLE Program is probably

the more widely used, and might be considered the

more popular and more desirable.

(c) For larger independent and hospital
laboratories, we would recommend a more extensive

quality control program, such as the one conducted by
the Louisiana Pathology Society in conjunction with

the Pathology Societies of Mississippi and Alabama,
known as the Tri-State Quality Control Program. This

is open to all laboratories, and is a daily quality control

program with computer printout services. The College

of American Pathologists also conducts a Quality

Control Program for larger laboratories.

The remainder of the Executive Committee Report,

as printed in the Handbook, was filed for the

information of the House.

The following resolutions were, upon motion made,
seconded and carried, acted upon as indicated.

#907 — Delayed Payment of Medical Accounts by
Plaintiffs’ Attorneys — amended and adopted as

follows:

RESOLVED, that the Committee on Liaison with

the Louisiana State Bar Association be charged by the

House of Delegates to study the policy of some
Louisiana attorneys of requesting that settlements of

plaintiffs’ medical accounts be delayed until litigation

has ended.

Past Presidents’ Resolution #4 — AMA Membership
Opinion Poll regarding National Health Insurance —
adopted as follows:

RESOLVED, that the Louisiana State Medical

Society takes a firm stand against National Health

Insurance in any form; and be it further

RESOLVED, that the Louisiana State Medical

Society goes on record in opposition to AMA’s
sponsorship of a National Health Insurance proposal;

and be it further

RESOLVED, that the Louisiana State Medical

Society introduce a resolution at the June, 1976 Annual
Meeting of the American Medical Association

directing the AMA to immediately conduct a member-
ship opinion survey that asks the following two

questions:

1. Are you in favor of the enactment of a National

Health Insurance program in this country?

2. Do you believe the American Medical Association

should sponsor a National Health Insurance
program?

and be it further

RESOLVED, that this resolution also state that, if

the results of this survey reveal that the physicians of

this country oppose National Health Insurance and

AMA’s sponsorship of an NHI plan, the American
Medical Association immediately withdraw its NHI
legislation (HR 6222, Comprehensive Health Care
Insurance Act of 1975); and be it further

RESOLVED, that each state medical association

scheduled to meet prior to the AMA Annual Meeting is

urged to take a similar position on the National Health

Insurance and instruct its AMA delegates to support

the Georgia resolution.
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ORGANIZATION SECTION

REPORTS OF COMMITTEES
WITH RECOMMENDATIONS

At this point the Chair was turned over to the Vice-

Chairman, Eugene F. Worthen, M.D. The following

committee recommendations were acted upon as

indicated:

Committee on Areawide Planning —
Recommendations #1 thru #4 were adopted as follows:

1. That a committee of the Society be set up to

educate the membership on the serious ramifications of

PL 93-641 (The National Health Planning and

Resources Development Act of 1974).

2. That an educational program be developed for the

members of the Louisiana Legislature on PL 93-641.

3. That the AMA be encouraged to enter suit against

the Department of Health, Education and Welfare in

reference to PL 93-641, and, if necessary, the LSMS
also enter suit.

4.

That the Executive Committee study the

regulations pursuant to PL 93-641 and prepare

comments to the Louisiana Congressional Delegation

and to the Department of HEW at the appropriate

time.

SPECIAL ORDER
Credentials Chairman Elwyn Cavin, M.D. informed

the Chair that all the ballots had been tabulated and

that the candidates’ tellers had verified the count. The
Vice-Chairman of the House then announced the

newly elected officers (for contested seats):

President-Elect — Arthur G. Kleinschmidt, Jr.,

M.D.

Chairman, House of Delegates — Eugene F.

Worthen, M.D.

Vice-Chairman, House of Delegates — D. H.

Johnson, Jr., M.D.

AMA Alternate Delegate (1976 unexpired term,

1977 & 1978) — F. Michael Smith, Jr., M.D.

Those elected to uncontested offices are as follows:

First Vice-President — David M. Carlton, M.D.
Second Vice-President — Lawrence D. Kavanagh,

M.D.

Third Vice-President — James R. Bergeron. M.D.
First District Councilor — Donald J. Palmisano,

M.D.

Second District Councilor — Robert G. Miller, M.D.
Fourth District Councilor — Sam L. Gill, M.D.
Fifth District Councilor — Stanley R. Mintz, M.D.
AMA Delegates (1977-1978) — W. Charles Miller,

M.D. and Gordon W. Peek, M.D.

AMA Alternate Delegate (1977-1978) — Eugene C.

St. Martin, M.D.

Journal Committee (3 yrs) — Sam Hobson, M.D., and

Ralph H. Riggs, M.D.

Medical Defense Committee (3yrs.)— J. Kelly Stone,

M.D.

Council on Legislation (3 yrs.) — Robert L.

diBenedetto, M.D. (6th District), E. J. Brown, M.D.

(5th District), and John Tanner, M.D. (2nd District)

Committee on Budget and Finance— The recommen-
dation was adopted as follows:

That the budgets of the General Fund, Socio-
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Economics, and Louisiana State Medical Society-

Educational and Research Foundation be approved.

Cancer Commission — Recommendations #1 thru #4

were adopted as follows:

1. That the Chairman of the Cancer Commission of

the Louisiana State Medical Society write a letter to

Edgar W. Hull. M.D., Program Director, Louisiana

Cancer Center, asking him to:

(a) Send a short, concise statement to the Cancer

Commission as to the purpose and aims of the Louisiana

Cancer Center: and

(b) Furnish the Cancer Commission with copies of

similar programs of Cancer Centers from other states.

2. That the Chairman of the Cancer Commission of

the Louisiana State Medical Society be named a

Liaison Member of the Governing Board of the

Louisiana Cancer Center. (This recommendation of the

Cancer Commission will be transmitted to Dr. Hull by

Dr. Andrew S. Ranier, Chairman.)

3. That a program similar to that of the

Pennsylvania Cancer Coordinating Committee be

considered for future planning of the Cancer
Commission of the Louisiana State Medical Society.

4. That the sum of $600.00 be budgeted for use of the

Cancer Commission as may be needed during 1976-

1977. (Recommendation #4 was referred to the

Committee on Budget and Finance for final approval.

Members of the Budget and Finance Committee were

present and advised that there was no objection to this

appropriation.)

Committee on Charter, Constitution and By-Laws —
Recommendations for amendments to the LSMS By-

Laws were acted upon as indicated.

1. Amendment to By-Laws Chapter I, Section 1(B)

was adopted. That Section will now read:

“(B) Dues-Exempt — Active dues-exempt
memberhsip shall include members of component

societies who have been regular members of the

Louisiana State Medical Societyfor at least 5 years and

who have retired from active practice or by reason of

incapacity engage in a limited practice or have reached

age 70. Requests for inclusion in this classification

must be submitted by a component society.

“They shall retain the power to vote, to hold office,

and be entitled to medical defense.”

2. Amendments to By-Laws Chapter III, Section 4

were adopted. That Section will now read:

“Section 4. Apportionment of Funds — The
following specific assignments of funds from the

annual paid dues (active full dues-paying members)

are required:

$2.00 per capita to the Medical Defense Fund.

$1.00 per capita to the Indigent Physicians Fund.

$7.00 per capita to the LSMS Educational and

Research Foundation.

$2.00 per capita to the expense of Annual

Convention.

$8.00 per capita to The Journal of the Louisiana State

Medical Society, Inc.

$60.00 per capita to the Council on Legislation for the

operation of the Office of Governmental Affairs in Baton

Rouge and for state legislative activities.

All special apportionments must be approved by the

Committee on Budget and Finance.”

3. Amendment to By-Laws Chapter XXVII was
adopted. That Chapter will now read:

“The Louisiana State Medical Society shall pay to

The Journal of the Louisiana State Medical Society,

Inc. eight dollars ($8.00) for each active full dues-

paying member of the Louisiana State Medical Society

who is entitled by these By-Laws to receive the Journal.

Each subscription to the Journal shall be on a yearly

basis to begin January 1.”

4. Amendment to By-Laws Chapter XVI, Section

1(A) was adopted. That Section will now read:

“(A) Designation: The Council on Legislation shall

be elected by the House of Delegates in Annual
Convention. Nominations for the Council shall be

presented to the House of Delegates by the Nominating
Committee. Nominations may also be made from the

floor of the House of Delegates.

“The membership shall consist of one member from
each medical district based on congressional districts

as existing immediately prior to the 1966 legislature.

The Chairman shall be designated by the Council on

Legislation. The President of the Society, and the

Secretary-Treasurer shall be ex-officio members.”

5. Amendments to By-Laws Chapter XVI, Section

1(D) were amended and adopted. That Section will now
read:

“(D) Duties: It shall be the duty of the Council on

Legislation to direct all of the state legislative activities

of the Society in cooperation with the Director of the

Office of Governmental Affairs in Baton Rouge,

provided such directions are not in conflict with actions

and policies of the House of Delegates.

“It shall advise the Society as to the course of action it

thinks advisable in obtaining its legislative goals.

“It shall report in writing at each annual session a

detailed report of its activities of the preceding year.”

(NOTE: Chapter XVI, Section 1(D) was additionally

amended by deletion of the third paragraph which

read: “It shall direct all public policy of the Society.”)

Comm ittee on Ch ronic Diseases — Recommendations

#1 thru #6 were adopted as follows:

1. That the Society approve the Chronic Diseases

Committee’s request to F. David Mathews, Secretary,

Department of Health, Education and Welfare,

regarding the End Stage Renal Disease Regulations.

The Committee’s request, in essence, was: “The rules

are too rigid, they interfere with patient care and good

patient-physician relationship, and because of this, we

request that they not be implemented until an alternate

plan is developed which would be more acceptable.”

2. That the Louisiana State Medical Society enlist

the support of other state medical societies of the

United States and present to their representatives in

Congress their views concerning proposed federal

health laws and administrative regulations.

July, 1976 Vol. 128, No. 7 213



ORGANIZATION SECTION

3. That the Louisiana State Medical Society lend its

support to all efforts to bring into being in Louisiana a

payment system responsive to cost in all state

operations.

4. That the Louisiana State Medical Society advise

the Committee on Chronic Diseases to continue its

study of the problems of long term care patients in

nursing homes.

5. That the Louisiana State Medical Society continue

the Subcommittees on Aging, Diabetes and End Stage

Renal Disease, and authorize their continued studies in

these areas.

6. That a letter of appreciation for their efforts to

help us be sent to Senator Russell B. Long, Senator J.

Bennett Johnston, and Representatives F. Edward
Hebert, Lindy Boggs, Joe Waggonner, Henson Moore,

Gillis Long, and John Breaux.

Committee on Diabetes — Recommendations #1 thru

#3 were adopted as follows:

1. That the Louisiana State Medical Society oppose

the relabeling of oral hypoglycemic agents, as

suggested by the Food and Drug Administration.

2. That the Louisiana State Medical Society oppose

any effort that would require written informed consent

for patients receiving oral hypoglycemic agents.

3. That the Louisiana State Medical Society oppose

the idea of a package insert for patients receiving oral

hypoglycemic agents or other drugs.

Committee on Drug Abuse and Alcoholism — The
recommendation was adopted as follows:

That the House of Delegates express concern about

the problem of the “Sick Physician”, regarding which
we all have become more cognizant, and give careful

consideration to the development of a specific Task
Force for the purpose of establishing liaison with the

Louisiana State Board of Medical Examiners and of

offering the Society’s talents, efforts and resources to

them.

Committee on End Stage Renal Disease — The
recommendation was adopted as follows:

That a Network Coordinating Council be set up for

Louisiana. The Network Coordinating Council will

have a representative from each of the Kidney Dialysis

Units and Transplant Units throughout the State. This

Network Coordinating Council will serve as a Liaison

Committee with the Sub-Committee on End Stage
Renal Disease.

Committee on Federal Legislation —
Recommendations #1 thru #13 were adopted as follows:

1. That the Louisiana State Medical Society continue

to request Senator Russell B. Long and the Louisiana

Congressional Delegation, with the support of the

Louisiana Legislature, to work for repeal of PSRO
(Professional Standards Review Organizations).

2. That a continuing public relations effort of the

Louisiana State Medical Society to the people of

Louisiana be mounted for repeal of PSRO. The LSMS
should prepare short statements, on a continuing basis,

listing the voting records of the Louisiana
Congressional Delegation on issues of interest to the

LSMS. These statements may be released by the

Chairman of the Committee on Federal Legislation of

the Louisiana State Medical Society.

3. That Medical Staffs be urged to implement

Option iii of the Utilization Review regulations, and

that Medical Staffs be urged not to accept delegation of

Review by a PSRO. The LSMS should consider filing

Amicus Curiae briefs to the suits by the American
Council of Medical Staffs against the November 29,

1974 Utilization Review regulations and on Option iii.

4. That the Louisiana State Medical Society seek

cooperation of the Louisiana Hospital Association in

repeal of PSRO, implementation of Option iii, and non-

delegation of review to Medical Staffs.

5. That opposition to MAC (Maximum Allowable

Cost) be continued publicly and through our

Congressional Delegation.

6. That opposition be expressed to any attempt to

deny the physician his right to prescribe, including

Senator Kennedy’s bill (S. 2697) which limits the

prescribing of medication to indications given in the

“package insert” approved by the FDA (Food and Drug
Administration). This information is intended to

provide recent FDA information to the attending

physician. The final decision should be according to the

physician’s judgment. (NOTE: The Committee voted to

send this recommendation to the Committee on Liaison

with Pharmaceutical Association of the LSMS.)

7. That the LSMS oppose “Doctor Draft” for

underserved areas or any similar discriminatory bill

against physicians; and that the LSMS support

“incentive bills,” such as the exemption from income

tax for doctors voluntarily choosing these areas in

which to serve.

8. That the LSMS oppose National Health Insurance

in any form and continue to work to have the AMA
withdraw its NHI bill: and that the LSMS reaffirm

support of expansion of Catastrophic Health Insurance

on a voluntary basis.

9. That the LSMS oppose Federal intervention in

malpractice legislation.

10. That the LSMS oppose compulsory generic

prescribing: and that the LSMS oppose the repeal of

anti-substitution laws and inform the Louisiana public

as to the dangers to their health.

11. That the LSMS oppose subsidization of “hospital

based primary care” as another HMO scheme to

encourage hospitals to practice medicine.

12. That the LSMS request Direct Billing in

Medicaid programs. The choice of accepting

assignments for Medicaid programs should not be tied

to Medicare assignment regulations.

13. That the LSMS oppose PL 93-641 on the national

level; and that the LSMS oppose PL 93-641 Certificate

of Need legislation on the state level.

Committee on Fragmentation of State Government

Health Services — Recommendations #1 and #2 were

adopted as follows:

1. That the Louisiana State Medical Society continue

to work for the reorganization of the Health and
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Human Resources Administration from an “umbrella”

agency for independent units operating under one head

to a single administrative unit.

2.

That the LSMS, at the appropriate time, work for

the accomplishment of the following goals:

(a) The current law be amended to provide that the

Commissioner of the Louisiana Health and Human
Resources Administration be a physician.

(b) When the LHHRA is completely reorganized,

that the following programs be transferred into its

administrative set-up:

(1) Vocational Rehabilitation and Disability

Determinations, presently under the State

Department of Education.

(2) Office of Veterans Affairs.

(c) The proper authority be advised of our support in

requiring that the LHHRA and all other state agencies

operate within the amount of money allocated to the

agency by the legislature, and that the LSMS opposes

deficit spending.

Committee on Hall of Fame — The recommendation

that the following be included in the Hall of Fame was

adopted:

Henson S. Coon, M.D.

0. B. Owens, M.D.

Ralph H. Riggs, M.D.

Ambrose H. Storck, M.D.

P. T. Talbot, M.D.

Committee on Health Care Costs — Recommenda-
tions #1 thru #4 were adopted as follows:

1. That the LSMS urge the appropriate implementa-

tion of pre-hospital testing, and further, that the

guidelines developed by the Health Care Costs

Committee on pre-hospital testing be the

recommended way of implementation.

2. That the LSMS Public Relations Committee

develop one-line statements pertaining to medical care

costs for submission to Louisiana newspapers in an

effort to inform the public as to actual medical care

costs; additionally, that the Public Relations

Committee develop statements and programs that may
be utilized on public service time on radio and

television as an additional effort to inform the public

relative to actual medical care costs.

3. That the LSMS take appropriate action to

challenge the bureaucratic assumption of HEW that

rate regulation is the overall answer to control of health

cost.

4. That the LSMS acquire sufficient staff back-up to

accomplish proper research in the area of medical care

cost.

Committee on Infectious Disease Control — Recom-

mendations #1 thru #5 were adopted as follows:

1. That the Louisiana State Medical Society endorse

Dr. Gohd’s proposal for the establishment of a

Varicella-Zoster Immune Plasma Bank for the benefit

of the people of Louisiana.

2. That the LSMS urge physicians to make a special

effort to report measles, treating it as a rare disease, by

immediate telephone call to the Division of Health, and

to document these cases by serological study.

3. That the LSMS support local and regional

campaigns on venereal disease education.

4. That a summary of the discussion on Nosocomial
infections be forwarded to the President of the LSMS in

lieu of a specific recommendation by the Committee.

5. That copies of the compulsory immunization laws

of the Commonwealth of Virginia and the State of

North Carolina be sent to the Legal Counsel of the

LSMS asking for an opinion as to whether or not a

similar law could be made applicable to Louisiana, and
that a copy of the Legal Counsel’s Report be sent to this

Committee.

Committee on Journal — Recommendations #1 thru

#3 were adopted as follows:

1. That the Journal of the Louisiana State Medical

Society be continued as a viable project.

2. That the House of Delegates of the LSMS increase

the per capita allocation to the Journal to $8.00

maximum per member, to be paid from the existing

dues structure. (NOTE: Amendments to By-Laws
referable to this increased apportionment were
adopted in the Report of the Committee on Charter,

Constitution and By-Laws.)

3. As a thank you for their excellent work, that Drs.

Sam Hobson and Ralph Riggs be elected to succeed

themselves as members of the Journal Committee,

since their terms expire this year. (NOTE: Drs.

Hobson and Riggs were nominated to the Journal

Committee by the Nominating Committee for

reelection and were unopposed.)

Committee on Liaison with State Bar Association —
Recommendations #1 thru #5 were adopted as follows:

1. That local medical societies meet with their parish

bar associations at least once a year to discuss mutual
problems.

2. That conflicts between a particular doctor and
lawyer be discussed with the member of this

Committee who resides closest to the doctor involved,

when that doctor needs help in presenting conflicts to

this Committee.

3. That a Medical-Legal panel be held at the State

Medical Society meeting yearly, as an educational

feature of the meeting (offered as a suggestion).

4. That conclusions of the deliberations of this

Committee which are of general interest to the

membership, and any forms useful for the doctors in

their relationships with lawyers should continue to be

disseminated to the general membership in the same
manner as in the past.

5. That membership of those members who have

been active in this Committee be continued, with

special emphasis on an active Chairman.

Comm ittee on Liaison with Nurses — The recommen-
dation was adopted as follows:

That the proposed changes in the Nurse Practice Act

be approved, except those which provide for the

following:

(1) Elimination of physicians from the Louisiana

State Board of Nurse Examiners.
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(2) Establishment and publication of standards of

nursing practice by the Board.

(3) The Board having the power to approve or

disapprove new categories of health workers associated

with nursing functions.

Committee ov Long Range Planning — Recommen-

dations #1 thru #7 were considered separately and

acted upon as indicated:

1. That the annual meeting of the Louisiana State

Medical Society begin on the second Friday in March,

with the exception of the 1977 meeting in Baton Rouge,

which will be held on March 4, 5 and 6 (Friday,

Saturday and Sunday):

1977 — March 4, 5 & 6 (Friday, Saturday & Sunday)

1978 — March 10, 11 & 12 (Friday, Saturday &
Sunday)

1979 — March 9, 10 & 11 (Friday, Saturday &
Sunday)

Recommendation #1 was adopted as amended.

2. Recommendation #2, referable to Scientific

Sessions, was tabled.

3. Time schedule guideline for House of Delegates

Meeting, subject to change by the Chairman of the

House of Delegates or the Executive Committee:

Friday — 9:00 a.m. to 4:30 p.m. — Registration

beginning at 8:00 a.m.

Saturday — 1:00 p.m. to 4:30 p.m. — Registration

beginning at noon.

Sunday — 9:00 a.m. to noon — Registration

beginning at 8:00 a.m.

Since Recommendation #3 was offered as a

suggestion, it was filed for information.

4. That the following recommendation, adopted by
the House of Delegates, but not yet fully implemented,

be reaffirmed:

That the Councilor in each medical district be

required, as part of his duties as Councilor, to conduct
two meetings a year to which the officers and delegates

of the component societies in his district are invited;

these meetings to be open to the membership of the

component societies who wish to attend. Each
Councilor shall be responsible for the organization and
agenda of these meetings. After each meeting the

Councilor shall submit a written report to be presented

to the Executive Committee.

Recommendation #4 was adopted.

5. That the Parish Officers and Auxiliary Councilors

of the LSMS Auxiliary be invited also to the meetings
scheduled by the Councilors as noted in

Recommendation #4.

Recommendation #5 was adopted.

6. Recommendation #6, referable to continuing
medical education as a requisite for LSMS active

membership, was tabled.

7. Recommendation #7, referable to a Louisiana
Medical Practice Profile, was withdrawn by the

Chairman of this Committee.

Committee on LSMFP and Health Insurance — The
recommendation was adopted as follows:

That the Louisiana State Medical Society contact

all state specialty organizations and indicate to them
the willingness of the State Society to assist in any

attempt to have Pan American adopt the five-digit CPT
Code in Louisiana.

Committee on Maternal and Child Health, and Sub-

Committee on Maternal Welfare — Recommendations

#1 thru #3 were considered separately and acted upon

as indicated:

1. Since the best approach to the problem of high

risk maternal care has been that of educating both the

physician and patient in this area, that an attempt be

made by the two committees, in conjunction with

Tulaneand LSU Medical Schools, to prepare a series of

articles to appear in the Journal of the LSMS, which

would reach the physicians, on the care of high risk

maternal cases. Recommendation #1 was adopted.

2. Recommendation #2, referable to education

programs for teen-age girls, was tabled.

3. That an attempt be made to request the insurance

companies to offer better coverage of the hospitali-

zation of high risk mothers and infants. Recommenda-
tion #3 was adopted.

Committee on Medical Aspects of Automotive Safety

— Recommendations #1 thru #5 were adopted as

follows:

1. That every member of the Committee on Medical

Aspects of Automotive Safety of the LSMS, and doctors

in general, who are interested should acquaint

themselves with the organization, American
Association of Automotive Safety, with the idea of

becoming active in it if they so desire.

2. That the Society go on record as favoring

standardization of school bus construction and criteria

for school bus drivers.

3. That the Society go on record as favoring the

continuance of compulsory helmet law for motor-

cyclists.

4. That driving while intoxicated should be enlarged

to include driving while impaired with drugs, etc; and

that automatic revocation of drivers license occur on

the second offense.

5. That immunity against liability suits against

physicians who report driving disabilities to the

Department of Motor Vehicles be verified.

Committee on Medical Defense — The recommenda-
tion was adopted as follows:

That the Committee on Medical Defense and the

Committee on Medical Testimony be combined.

Since this would require a By-Laws change, it was
therefore referred to the Committee on Charter,

Constitution and By-Laws for an appropriate

amendment.

Committee on Medical Education — The
recommendations of the Committee, referable to

continuing medical education, were withdrawn by the

Chairman of the Committee.
Committee on Mental Health — Recommendations #1

thru #3 were filed for information as follows:

1. Because of the Federal Court order to decen-
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tralize Angola penitentiary, the Committee considered

this an opportune time to recommend to the Governor

that East Louisiana State Hospital at Jackson be

systematically abandone as a psychiatric facility with

a view to using the hospital as a part of the penitentiary,

and that new smaller psychiatric facilities be

established in geographic locations determined by

appropriate statistical data. The Executive Committee

approved these recommendations, and they were

forwarded to Governor Edwards. The Advisory Board

to the Louisiana Health and Human Resources

Administration approved these recommendations and

asked the Louisiana State Medical Society to find

appropriate and acceptable locations, particularly in

New Orleans.

2. At the request of the President, the Committee has

embarked on a study of the possible correlation be-

tween television violence and the general increase in

violence and antisocial behavior. This is a formidable

and challenging project which has particularly stimu-

lated the interest of child and adolescent psychiatrists.

3. The Committee respectfully requests the

delegates’ assistance in the collection of brief case

histories which indicate a definite or possible

connection between T.V. viewing and the stimulation

of antisocial behavior amongst their patients.

Committee on Pediatric and Adolescent Health —
Recommendations #1 thru #9 were adopted as follows:

1. That the President of the Louisiana State Medical

Society, on behalf of the Louisiana State Medical

Society, write each local medical society President

recounting the current infant mortality data for

Louisiana and the reasons for our concern. In this

letter, it should be requested that a committee of

doctors doing the work locally be formed into “Ad Hoc
Committee on Reduction of Infant Mortality.” This

letter should be read at local society meetings and/or

duplicated and mailed to local society members with

appropriate comment by the President of the local

society.

2. That, where indicated, several parishes be

combined along the lines of already established

referral patterns when making up the Ad Hoc
Committee.

3. That the Committee on Pediatric and Adolescent

Health then bring a suitable roadshow to each area

committee as soon as possible, primarily in order to

show what could be done.

4. Upon request of an individual area committee,

that the LSMS be prepared to initiate a full-fledged

effort to help. This would include planning,

coordination, fund raisingand trainingas indicated for

the particular area and in cooperation with the

physicians in the area.

5. That expenditure of LSMS funds be limited to

public relations and secretarial help and be subject to

Executive Committee approval, additional expenses to

be raised locally on a voluntary basis.

6. That each area look into the manner in which

emergency transport services are being developed

under the Emergency Services Act and see that

newborn and infant transport facilities are adequately

included.

7. That the LSMS through its Insurance Committee
and in any appropriate way encourage the

development and use of a catastrophic insurance plan

or plans that would cover the cost of extended newborn
care. The same Committee or Committees are

requested to look into the unfairness of putting

pediatricians into Class IV or V malpractice insurance

categories which could drive interested pediatricians

out of newborn intensive care. Further, the LSMS
should look into ways of encouraging insurance

company cooperation in these matters so as not to

jeopardize the development of available newborn
intensive care throughout the state.

8. That the cooperation and assistance of the state

chapters of the appropriate specialty bodies (American
Academy of Pediatrics, American College of OB-GYN,
and the American Academy of Family Physicians) be

enlisted in this effort.

9. That any legislation contemplated in the field of

newborn intensive care or transport be coordinated

through the LSMS Committee on Pediatric and
Adolescent Health representing the vast majority of

practicing physicians in Louisiana, who in turn will

submit its appraisal to the Council on Legislation for

final action.

Committee on Public Health — Recommendations #1

and #2 were adopted as follows:

1. That the State Legislature be asked to increase the

appropriation to the Louisiana Division of Health for

the purchase of mumps vaccine.

2. That it be recognized that pesticides are a weapon
in our armamentarium of disease prevention and

health care, and that they should not be totally banned,

but only used under controlled measures.

Committee 07i Public Health and Environmental

Health — Recommendations #1 thru #3 were adopted

as follows:

1. That the Society’s previous approval on FLU
VACCINE be reaffirmed. That the state medicaid and

medicare programs be amended to provide medically

indicated vaccines, specifically Flu Vaccine, to

eligibles of any age.

2. That the Society’s previous approval on

RUBELLA VACCINE be reaffirmed. That the LSMS
be on record as endorsing the very careful administra-

tion of Rubella Vaccine to non-immune females of child

bearing age under very specific instructions of

pregnancy prevention: also that physicians routinely

ascertain Rubella Titre at time of premarital and

prenatal examinations on all patients who have not

been immunized against Rubella.

3. That the following be adopted, since the

Committee feels that there are too many committees

with similar interests and activities:

(a) That the Committee on Public Health and

Environmental Health and its three sub-committees,

(1) Environmental Health, (2) Rural and Urban
Health, (3) Public Health, be combined and made one
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committee to be known as the Committee on Public

Health.

(b) That consideration be given to combining the

Committee on Infectious Disease and its Sub-

Committee on Tetanus with the new Committee on

Public Health.

(c) That consideration be given to including the

Committee on Alcoholism and Drug Abuse in the new
Committee on Public Health.

(d) That further consideration be given to study

committee structure with the aim of consolidating

related committees.

Since Recommendations #3a thru #3d necessitate

By-Laws changes, those recommendations were
referred to the Committee on Charter, Constitution and

By-Laws for appropriate amendments.

Committee on Sports Medicine and College Health —
Recommendation #2 was amended, after which both

Recommendation #1 and #2 were adopted as follows:

1. That the State Medical Society consider

sponsoring the program for high school trainers. This

could possibly be held in conjunction with the

Louisiana High School Athletic Association Clinic

which is conducted annually during the summer.

2. That a physician member of the LSMS, who is a

College Health practitioner, be assigned to this

Committee.

Committee on Technical Services — The recommen-
dation was adopted as follows:

That special licensing of nurse anesthetists, surgical

technicians, inhalation therapists and other

paramedical personnel be opposed and that a

moratorium be declared on such licensure.

Committee on Tetanus — The original
recommendation (#1) and an additional recommenda-
tion (#2), offered by the Committee Chairman, were
adopted as follows:

1. The LSMS recommends that the routine use of

FLUID toxoid be abandoned for series as well as for

boosters, and that it should no longer be used for

ordinary immunization.

2. The LSMS recommends thatADSORBED toxoid

should be considered theagentof choice for routine and
ordinary circumstances.

REPORT OF PAST PRESIDENTS’
ADVISORY COUNCIL

Two recommendations contained in the Past
Presidents’ Advisory Council Report were adopted as

follows:

1. That there be established an earlier deadline for

resolutions for regular meetings of the House of

Delegates — 30 days prior to the meeting date.

Since adoption of Recommendation #1 requires a By-
Laws change, the matter was referred to the

Committee on Charter, Constitution and By-Laws.

2. Considering information that Charity Hospital
has discontinued its Diploma Program for training
nurses and has merged into a degree program, that the
LSMS reaffirm its preference for nurses trained in a

Diploma Program and call for reinstatement of the

Diploma Program at Charity Hospital.

SELECTION OF PLACE FOR 1980 ANNUAL MEETING
A member of the Rapides Parish Delegation offered

an invitation for the LSMS to meet in Alexandria in

1980. This was stated in the form of a motion, was
seconded and carried.

UNFINISHED BUSINESS
Recommendation #3a of the Council on Legislation

Report, upon which action was deferred pending legal

advice, was considered at this time. The Legislative

Council members conferred with Legal Counsel and
offered an amendment to that recommendation. The
amended recommendation was agreeable to the House
and was adopted as follows:

3(a) Amend Act 817 to provide an oath that all

members of the Review Panel shall take saying they

will not show partiality or favoritism to either party.

At this point, a member of the Lafayette delegation

extended an invitation for the LSMS to hold the Special

Session of the House (September, 1976) in Lafayette.

The House expressed its appreciation for the invitation:

however, no official action was taken in this regard.

The Chairman of the House expressed appreciation

to the Shreveport Medical Society for the wonderful job

done hosting the Annual Meeting, after which the

Shreveport delegation received a standing ovation.

NEW BUSINESS
Robert Meade, M.D. called the delegates’ attention to

the matter of pending legislation that would effect

federal control of medical devices by the FDA. Such
legislation would increase the cost of medical devices,

since it would take a minimum of 30 months, from the

time of application, for a new device to be approved by
the FDA. Dr. Meade then moved that the President of

the LSMS be empowered, on behalf of the LSMS, to

request President Ford to veto this legislation

referable to the control of medical devices by the FDA.
This motion received a second, was voted upon, and
carried.

J. K. Griffith, Jr., M.D. read a letter which he had
written to Mr. Wesley J. Howe, President of Becton,

Dickinson and Company referable to an article by Dr.

Charles C. Edwards which appeared in the March 1,

1976 issue of American Medical News. In this article,

Dr. Edwards referred to “The American Health Care

System” as being “a public utility” which “should be

regulated as such”. In the letter to Mr. Howe, Dr.

Griffith posed the following question: “Does your

Senior Vice President, Dr. Edwards, make these

statements representing policy ofyour company and its

Board of Directors?” Dr. Griffith advised the House
that to date he had not received a reply to his letter

which was dated April 6, 1976. Dr. Griffith then moved
that the President of the LSMS write a similar letter to

Mr. Howe requesting an answer to the question for the

benefit of this Society: and that the reply be distributed

to the membership by way of CAPSULES so that

individual action in this regard may be taken by
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members who so desire. This motion was seconded,

voted upon and carried.

A motion was then made, seconded and carried to

dispense with the oral presentation of the Committee on

Resolutions. This report, which expresses appreciation

to all those who were involved in the preparation of the

meeting, will be disseminated to the appropriate

parties.

ADJOURNMENT
There being no further business, a motion was made,

seconded and carried to adjourn the 1976 meeting of

the LSMS House of Delegates.
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CALENDAR
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month Lake Charles

Calcasieu Fourth Tuesday of every month Baton Rouge

East Baton Rouge Second Tuesday of every month

Jackson-Lincoln-Union i hird Tuesday of every month
except summer months

Jefferson Third Thursday of every month

Lafayette Second Tuesday of every month Lafayette

Lafourche Last Tuesday of every other month

Morehouse Third Tuesday of every month Bastrop

Natchitoches Second Tuesday of every month
Orleans Second Tuesday of every month New Orleans

Ouachita First Thursday of every month Monroe
Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month
Tangipahoa Second and fourth Thursdays of

every month 1 ndependence
Terrebonne Third Monday of every month
Second District Third Thursday of every month
Shreveport Quarterly— First Tuesday Feb., April, Sept., Nov. Shreveport
Vernon Firsl Thursday of every month

LOUISIANA ACADEMY OF FAMILY PHYSICIANS
ANNOUNCES ITS

SCIENTIFIC ASSEMBLY AND
FAMILY PRACTICE MINI-COURSES

AUGUST 11-14, 1976

MONTELEONE HOTEL, NEW ORLEANS
This program is offered by the office of Continuing

Education of the Louisiana State University School of

Medicine in New Orleans. It offers concentrated

learning experiences designed to provide knowledge
about recent developments and current concepts and
resources in the areas of Acid-Base Balance,

Pediatrics, and Office Gynecology.

It is acceptable for 12 prescribed hours by the

American Academy of Family Physicians and Cate-

gory I toward the AMA Physician Recognition Award.
Each mini-course is an in depth explanation of a

course of study under the leadership of distinguished

LSU Faculty Members as Course Directors. Study
periods are limited to morning exercises leaving the

afternoons free for leisure and personal activities.

Advance registration is requested. Allied health

personnel are invited. Registration fee of $60.00
includes luncheon and reception. Checks should be
made payable to LAFP. No fee is required for medical
students, interns, and residents to attend the scientific

sessions.

For complete program write: Gerald R. Gehringer,
MD, Chairman, Committee on Scientific Assembly,
Louisiana Academy of Family Physicians, 1190
Florida Avenue, Building 116, New Orleans, La.

70119.

CURRENT TRENDS IN CLINICAL ANESTHESIA

The department of anesthesiology at New York
University Postgraduate Medical School is offering its
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second annual continuing education course, “Current

Trends in Clinical Anesthesia,” on September 18 and
19.

Designed to assist practicing anesthesiologists in

updating clinical skills through theoretical and

practical lectures and demonstrations, the course will

focus on applications of new management and care

concepts. Panel discussions and informal question-

answer sessions will be held with a distinguished

faculty.

This continuing medical education offering meets

the criteria for 13 hours credit in Category I for the

Medical Association. It is cosponsored by the New
York State Society of Anesthesiologists. Tuition fees:

$160; $80 for physicians-in-training.

Further information may be obtained from Dr.

James Cottrell, Department of Anesthesblogy, New
York University School of Medicine, 550 First Avenue,

New York, New York 10016; telephone (212) 679-3200,

Ext. 2754.

NATIONAL FAMILY WEEK
President Ford, on April 19, 1976, signed S.J. Res.

101, a reolution requesting him to issue a proclamation

designating the week beginning on November 21, 1976

as “National Family Week”.

The House of Representatives approved the

resolution on April 5 and the Senate cleared it for the

President’s signature on April 7. While the timing of

the President’s proclamation is uncertain, he is

expected to issue it closer to the actual observance.

Governor Edwards has also issued a proclamation

which proclaims “Family Week in Louisiana” for the

same week.

J. Louisiana State M. Soc.
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Hyperthyroidism: An Experience with 245 Patients

Treated by Thyroidectomy

• The author presents a very interesting article. He advises

that results seem to justify continuation of the policy of

advising thyroidectomy for most patients with
hyperthyroidism.

THE THERAPY of thyroid disease is

one of the most controversial areas in

clinical medicine. The almost incredible

diversity of views prevailing in the same
community or institution, and indeed,

within the same clinic or office, serves to

confuse,' frustrate and exasperate student,

practitioner and patient alike. At one

extreme are those who contend that subtotal

thyroidectomy is the only suitable definitive

treatment for hyperthyroidism, that every

nontoxic nodular goiter must be removed,

and that thyroid carcinoma always requires

at least total thyroidectomy and ipsilateral

classical radical neck dissection. Equally
absurd, it seems to me, are the notions of

those at the other extreme who tell medical

students, residents and even patients that

thyroidectomy has become obsolete and no

longer has a legitimate role in the treatment

of goiter because all hyperthyroidism is best

managed with radioactive iodine, that

benign thyroid nodules will disappear when
the thyrotrophic hormone is neutralized by

From the Department of Surgery, Louisiana State

University School of Medicine and the Mahorner
Clinic, New Orleans.

This is an abridgment of a paper presented before the

New Orleans Surgical Society, Ocean Springs, Missis-

sippi, May 11, 1974.

WALTER F. BECKER, MD
New Orleans

administration of thyroxine, that most

thyroid cancers are indolent and relatively

innocuous lesions that can be “suppressed”

or “controlled” by the feeding of thyroid

extract, and that for the rare anaplastic

carcinoma it doesn’t make any difference

because it is incurable anyway.

It is fortunate for the goiter patient that

between these two extremes is an
intermediate position occupied by the vast

majority of physicians. The majority view,

of course, is that the best results are

achieved by the physician who knows the

rationale, advantages, limitations,

indications, complications and results of the

various therapeutic modalities and who
carefully chooses the one most appropriate

for the individual patient. The type of goiter

and the age, sex, and general condition of

the patient are some of the major factors

influencing this choice.

It is not my intention to delve deeply into

these controversial matters. Instead, I plan

to briefly summarize an experience which

Dr. Mahorner and I have had with

thyroidectomy, with particular reference to

the surgical treatment of hyperthyroidism.

During the past 25 years 1,087
thyroidectomies (Table I) have been
performed at the Mahorner Clinic. The
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operation was done for hyperthyroidism in

22 percent of the cases, nontoxic nodular

goiter in 60 percent, thyroiditis in about 10

percent, and carcinoma in 6 percent. There

was one death in the entire series of 1,087

cases, or a mortality rate of less than .1 of 1

TABLE 1

RELATIVE INCIDENCE OF THYROID DISEASES
TREATED BY THYROIDECTOMY 1949-1973

Gland Type No. of Cases % of Cases

Toxic diffuse 181 16.7

Toxic nodular 64 5.9

Nontoxic diffuse 6 0.5

Nontoxic nodular 670 61.6

Chronic thyroiditis 103 9.5

Carcinoma 63 5.8

Total 1087 100.0

The pattern of our thyroid surgery

practice has changed over the years. It is

interesting and predictable that in the

earlier part of the study period
hyperthyroidism comprised about 25

percent of the cases, and that this figure has

declined to 10 percent in more recent years.

Almost three-quarters of our thyroid-

ectomies are now being done for nontoxic

nodular goiters.

Detailed statistical aspects of this subject

for an earlier phase of our clinical

experience have been reported 1
. During the

past 25 years, we have done 245
thyroidectomies for hyperthyroidism with

no deaths, no bilateral recurrent laryngeal

nerve injuries, and with an incidence of

permanent hypoparathyroidism of less than

1 percent. It must be emphasized that

follow-up data are lacking for some patients

and they are so meager for others that

definite conclusions regarding long-range

therapeutic results are impossible. It is our

estimate that hypothyroidism occurred in

10 percent of the patients and recurrent

hyperthyroidism in 5 percent.

These results have seemed so satisfactory

to us that we have been reluctant to change
our therapeutic approach. It is because of

our satisfaction with the results of

thyroidectomy, and our concern about the

theoretical and potential hazards of

radioactive iodine, that we have largely

reserved radiation therapy for poor surgical

risk cases without major pressure
symptoms. We also prefer radioactive

iodine for cases of recurrent hyper-

thyroidism, whether diffuse or nodular,

because of the increased incidence of

complications following secondary
operation. There are, of course, additional

unusual circumstances under which we
would recommend 1-131. Thus we have

tended to use radioactive iodine only in

recurrent hyperthyroidism after
thyroidectomy, in patients unable to take

antithyroid drugs, and in those who are not

good surgical risks.

One of the most obvious and striking

current trends in thyroid therapeutics is the

decreasing frequency with which
thyroidectomy is being done for Graves’

disease. It seems fair to say that throughout

the country more and more internists and

endocrinologists are becoming increasingly

confident that radioactive iodine is the

treatment of choice for more patients with

Graves’ disease, and that more and more
surgeons are becoming increasingly

disinclined to quarrel with them about it.

Although we continue to advise subtotal

thyroidectomy for most patients with

Graves’ disease, we are not unaware of the

fact that ours is a position which is becoming
increasingly difficult to defend.

Toxic Nodular Goiter

The management of toxic nodular goiter

is a much less controversial matter. It is

rather generally agreed that thyroidectomy

is the preferred treatment for most patients

with toxic nodular goiter because of the

possibility of associated malignancy and the

low incidence of surgical complications in

this group. Moreover, the toxic nodular

goiter requires much larger doses of 1-131

than the toxic diffuse goiter, usually much
more time is required for control of

symptoms, and radioactive iodine therapy

frequently produces no change in the size of

the nodular goiter.

We have done 64 thyroidectomies for toxic

nodular goiter with no deaths, no known
nerve injury and no case of permanent

tetany.
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Pregnancy and Hyperthyroidism

Pregnancy does not greatly complicate

the treatment of hyperthyroidism if it is

remembered that: 1) The administration of

1-131 is contraindicated: 2) The induction of

hypothyroidism is to be avoided: and 3)

Thyroidectomy can be carried out during

pregnancy without undue risk to the mother
or fetus2

.

There is universal agreement that

radioactive iodine should not be given to the

pregnant woman because it traverses the

placenta and is picked up by the fetal

thyroid. Embryonic thyroid tissue has a

remarkable avidity for 1-131. There have

been reports of complete destruction of the

fetal thyroid following administration of I-

131 to the mother.

Antithyroid drugs also cross the placental

barrier and may adversely affect the fetal

thyroid. Although a variety of fetal abnor-

malities has been ascribed to the maternal

administration of the thio-urea derivatives,

these complications have in most instances

been mild and transitory. Apparently the

key to their prevention is the avoidance of

fetal and maternal hypothyroidism.

The controversy of medical versus

surgical treatment continues, and it doesn’t

seem to have changed much during the past

decade. While I readily concede that in

highly experienced hands hyperthyroidism

can usually be controlled with antithyroid

drugs throughout pregnancy without ill

effects to the fetus, it is my current belief

that thyroidectomy can be carried out

during pregnancy without undue risk to the

mother or fetus and that most pregnant

patients with thyrotoxicosis are best treated

surgically after rapid preparation with

antithyroid drugs.

I have had no experience with the use of

propranolol to prepare the pregnant patient

with thyrotoxicosis for operation. Because

of the rapidity with which the patient can be

prepared and because of the natural desire

to avoid antithyroid drugs and iodine

because of their goitrogenic effects on the

fetus, propranolol has a real appeal in this

regard. However, I would caution that the

FDA has not formally approved this drug
for general use, that there has been

[August, 1976 — Vol. 128, No. 8

insufficient experience to permit any
conclusions regarding the possible effect of

the drug on the fetus, and that it would seem
wise to avoid its use during pregnancy
except under unusual circumstances.

Hyperthyroidism in Children

Childhood thyrotoxicosis is almost always

of the Graves’ disease variety. Most
therapists will not administer radioactive

iodine except under unusual circumstances.

So treatment either must be with an

antithyroid drug or operation. Both are

effective: both have disadvantages. It is not

easy to persuade a child to take pills four

times a day for a year or two; the response is

not as satisfactory as it is in the adult; and
the recurrence rate is high. On the other

hand, subtotal thyroidectomy in a young
child seems to me more likely to be

complicated by nerve injury, hypopara-

thyroidism and keloid formation. In older

children and teenagers, my preference has

been for rapid preparation and
thyroidectomy. In younger children I have

been inclined to attempt to induce a

remission with antithyroid drugs, and even

if this is unsuccessful it will at least tide

them over until they are older and are more
suitable candidates for thyroidectomy.

Ophthalmologic Complications

of Hyperthyroidism

The ophthalmopathy occasionally
associated with Graves’ disease is important

because it is a source of concern to the

patient and her family, and occasionally it

will eventuate in blindness. I know of

nothing really new in this area. Although

the etiology of thyrotoxic ophthalmopathy

remains obscure, its treatment
symptomatic and unsatisfactory, and its

prognosis unpredictable, it seems that at

least three points can be made with

reasonable confidence.

First, the patient will invariably want to

know what she can expect treatment to

accomplish as far as her eyes are concerned.

You must be cautious and conservative in

your response to this question. I tell patients

under these circumstances that frequently

the eyes will get better after the

hyperthyroidism has been controlled, that
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sometimes they remain unchanged, and

that in the rare unpredictable instance the

situation will get worse.

The second point relates to the question as

to whether or not there is any relationship

between the mode of therapy of the

hyperthyroidism and the prognosis from the

exophthalmus. Although it has been

suggested that abrupt control of

hyperthyroidism by operation is more likely

to aggravate the exophthalmus than a more
gradual control of the thyrotoxicosis by

antithyroid drugs or radioactive iodine, it

appears that the majority opinion today is

that there is no relationship between the

method of control of the hyperthyroidism on

the one hand and the likelihood of

progression of exophthalmus on the other.

The third point is that there seems to be

general agreement that it is important to

avoid hypothyroidism because it will almost

invariably aggravate the eye problems.

Summary and Conclusions

Hyperthyroidism can be controlled by the

administration of antithyroid drugs which
block the synthesis of thyroxine, radioactive

iodine which diminishes thyroid production

by producing thyroid cellular damage, and

by surgical excision of hyperfunctioning

thyroid tissue. Each therapeutic modality

has its limitations; each has its place. The
type of goiter and the age, sex and general

condition of the patient are some of the

factors influencing the choice of

appropriate treatment for the individual

patient.

During the past 25 years, 245 patients

with hyperthyroidism have been treated by
thyroidectomy with no deaths, no bilateral

nerve injuries and with an incidence of

permanent hypoparathyroidism of less than

1 percent. Postoperative recurrent
hyperthyroidism and hypothyroidism are

estimated at 10 percent and 5 percent

respectively.

These results seem to justify continuation

of the policy of advising thyroidectomy for

most patients with hyperthyroidism.
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Ehlers-Danlos Syndrome and Pregnancy:

Report of a Case in a Negro

• The authors present an interesting case history and a

discussion of pregnancy and delivery in the Ehlers-Danos
syndrome.

ROBERT E. SHEMWELL, MD
Monroe

JOHN C. WEED, MD
New Orleans

T HE EHLERS-DANLOS syndrome is

a rare, heritable disorder of connec-

tive tissue which is in the same family as

Marfan’s syndrome, osteogenesis
imperfecta, pseudoxanthoma elasticum,

and Hurler’s syndrome. It is believed to

result from a mendelian dominant gene

which has a low penetrance .
1 The basic

connective tissue defect is felt to be the

organization of collagen bundles into

defective “wickerwork” and increase in

elastic fiber. The clinical manifestations of

the syndrome are usually grouped under

four broad headings (a) The skin is charac-

teristically velvety in appearance and may
resemble the feel of wet chamois on touch. It

is hyperelastic, but yet not lax. The skin is

also very fragile, easily traumatized, and

slow to heal. Minor trauma may produce

gaping, fishmouth wounds which take

months to heal. On healing, the scars

become shiny and parchment thin, resulting

in the so-called cigarette paper scars. These

are usually present over the knees, chin and

elbows; (b) The skeletomuscular system is

usually involved, manifested by hyperex-

tensibilty of the joints, flat feet and joint

instability; (c) The eye is another organ

system affected by the syndrome, and

malformations of almost every portion have

been described; (d) The internal manifesta-

tions of the syndrome consist mainly of

dissecting aneurysms of the aorta and an

ectasia of portions of the respiratory and

alimentary tracts as well as other congenital

malformations. The syndrome has been

From the Departments of Obstetrics and

Gynecology. E.A. Conway Memorial Hospital, Monroe.

Louisiana, and Alton Ochsner Medical Institutions,

New Orleans.

reported most often in people of Western
European extraction but with extreme
rarity in the Negro family. There have been

few reports of pregnancy and delivery

complicated by the syndrome. This is a

report of two pregnancies and deliveries in a

young Negro woman. The first case was
complicated by bladder evulsion, and was
previously reported .

3

Case Report

A 22-year-old Negro woman, was first seen in April,

1966 with a retrobulbar hemorrhage and rupture of the

left globe secondary to minor trauma. Her eye had

literally been “plucked out” by a mischievous “friend”.

The eye eventually required evisceration. The patient

was one of seven siblings born of Negro parents. Both

parents and other siblings were thought to be normal,

although none was available for examination. The
patient was delivered from a cephalic presentation

after her mother’s membranes had ruptured one and

one-half days prior to labor. Her birth weight was 7

pounds, 12 ounces. Shortly after birth, the parents

noted that this child was abnormal. Her joints were lax

and floppy, ( Fig 1 ), but she walked at the usual age with

an unsteady gait. She fell so many times at school and

suffered so many leg bruises that the teachers would

not allow her to continue in the second grade. As a child,

she noticed that she could easily pop her shoulder in and

out of joint, and that her knees and ankles would give

way. Minor cuts and abrasions would result in wounds
which took two to three months to heal. The patient had

little difficulty in healing from eye surgery and was lost

to followup until June, 1968, when she reported to a

clinic for complicated obstetrical cases. Her last

menstrual period began November 3, 1967, and the

expected day of confinement was August 10, 1968.

Physical examination revealed an anxious 22-year-

old Negro woman who had soft, hyperelastic skin, (Fig

2-A and Fig 2-B), with multiple “cigarette scars” over

knees, anterior tibial regions, (Fig 3), and elbows. Her
joints were hypermobile, and on weight bearing and

walking, her knees went into recurvatum and valgus.

Her feet went into planta valgus. All of her joints had

an increased range of motion, and there was a rather

marked thoracolumbar kyphoscoliosis. She had a

C.
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Fig 1. Hvperflexion of wrist and fingers.

missing left eye with the prosthesis in place. The
abdominal examination revealed the uterus
approximately seven months' gestational size.

Pelvic examination revealed a rather narrow pelvis

with a flattened sacrum with large ischial spines

protruding medially. No disproportion was noted by

pelvoencephalogram. The patient had a class II

Papanicolaou smear. Her blood on examination was

type 0. Rh positive with 10.4 grams of hemoglobin and
a 31 percent hematocrit. VDRL reaction was negative.

Other blood studies revealed sickle cell preparation

negative; fasting glucose 74; BUN 15; total protein

6.64; albumin 3.32; and globulin 3.32.

She was observed without incident and hospitalized

August 1. 1968 in anticipation of labor. Spontaneous

labor began August 3, 1968, progressing satisfactorily.

At 5 cm cervical dilatation, a caudal anesthetic was
administered. The cervix was quickly effaced and

reached full dilatation. Active vaginal bleeding

appeared with the descent of the vertex to 0 station.

Examination in the delivery unit at this time,

accompanied by vigorous bleeding, revealed extensive

vaginal lacerations in both lateral pelvic walls,

extending from the introitus into the broad ligaments.

Paravaginal fat was visible; this was somewhat
obscured by the heavy bleeding. Blood appeared at the

urethral meatus, and a laceration was found behind the

symphysis. The vertex descended to a plus 2 station,

and rapid delivery by outlet forceps was accomplished.

Because of hypotension, blood previously matched was

226

Fig 2. (a) Hyperelasticity of eyelids.

started. A viable female infant, 6 pounds, 2 ounces,

Apgar 10, was delivered and has remained well.

Upon inspection of the vagina, the cervix was found

to be intact. There were large lacerations on each

vaginal wall extending to the bony pelvis laterally, and

through them the bifurcations of the iliac arteries could

be palpated. The entire vaginal wall had been torn free

and was attached only to the anterior lip of the cervix. A
small (1cm) portion of the urethra remained attached

to the pubis. Hemostasis was secured from below, and

the patient was removed to the operating suite where

more equipment was available. Because of the massive

blood loss with bleeding inaccessible from below,

abdominal exploration was mandatory. Under
adequate general anesthesia, a low midline incision

was made. Upon entering the abdomen, there were

large hematomas in the rectus muscle, probably the i

.
;

result of bearing down efforts during the second stage '

of labor. Upon entering the abdominal cavity, the

bladder was found to be high on the uterus but still

attached to both ureters. The uterus was intact and well

contracted. No intraperitoneal bleeding had occurred.

The peritoneum was closed; and, as retropubic

extraperitoneal dissection was attempted, the

attachments to the symphysis gave way exposing the :

posterior vaginal wall. The urethra could not be

identified as such. The dome of the bladder was then

opened, the area where the bladder had been evulsed
,

J

from the urethra was identified, and a Foley catheter

was passed through the bladder then through the reit

J. Louisiana State M. Soc. Ah
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Fig 2. (b) Hyperelasticity of elbows.

proximal urethral orifice into the vagina. A
suprapublic tube was also placed in the bladder.

Retroperitoneal hematomas were evacuated and
bleeding controlled. The abdomen was closed in

anatomical layers using interrupted figure-of-eight

chromic suture on the fascia, interrupted plain catgut

on the subcutaneous layers and interrupted cotton on

the skin. Large merselene retention sutures were
placed beneath the fascia. Penrose drains were placed

in both retroperitoneal areas.

The patient was placed in the lithotomy position and

a weighted speculum was placed into the vagina. With
traction on the free end of the Foley catheter, the

anterior vaginal wall and bladder were then brought to

normal position. The Foley catheter was then pulled

through the remaining portion of the urethra which
was reanastomosed. The vaginal wall lacerations were

repaired with Penrose drains in both lateral pelvic

areas. The weighted speculum had caused a second

degree perineal laceration, the repair of which was the

final surgical procedure. A Furacin coated pack was
placed into the vagina.

Postoperatively, the patient was treated with 2

grams of vitamin C daily; 5 mg stilbestrol every other

day, and 500 mg of Polycillin, every 6 hours. She was

transfused to normal levels and the blood count was

maintained without further transfusions. She

remained afebrile after the second postoperative day.

Fig 3. Cigarette paper scarring of both anterior

tibial areas.

The suprapubic tube was removed on the sixth day, the

drains on the eighth, and the skin sutures were

removed on the eleventh day.

The patient was allowed to leave the hospital with

retention sutures and a Foley catheter in place. She was
then re-hospitalized on September 12, 1968. The
retention sutures and Foley catheter were removed on

September 13, 1968. At that time, she still had

granulation tissue in the areas of the vaginal

lacerations and the abdominal wounds. She was
allowed to return home to be followed in the clinic. On
November 13, 1968 it was noted that she had

completely healed. She was followed periodically in the

clinic and showed no signs of uterine prolapse or other

evidences of pelvic relaxation. She and her family were

warned of the hazards of pregnancy, and she was
instructed in the use of oral contraceptives.

The patient reported to the complicated obstetrical

clinic again on December 2, 1969 stating that her last

menstrual period was in July, 1969. She had stopped

taking her oral contraceptives in June, 1969 because of

nausea. She was given an expected date of confinement

of April, 1969. She also stated at this time that she first

felt fetal movement in the middle of November, 1969,

but she was not sure of either the exact date of her last

menstrual period or of fetal movements. Abdominal
examination at this time revealed a uterus of

approximately five and one-half months gestational
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size, and a well-healed abdominal scar. Pelvic

examination revealed good anterior support, and a

small rectocele. She complained of no stress

incontinence. She had a class II Papanicolaou smear.

Her blood examination was unchanged from her

previous pregnancy with the exception of hematocrit

which was 32 percent. An IVP was obtained, which

was normal.

She was observed without incident in the clinic and a

cesarean section was planned. However, at 5:15 p m, on

Feburary 4, 1970, she reported to the delivery unit in

active labor. Her contractions had begun
spontaneously at 11:00 a m and her membranes had

ruptured at 4:45 p m. On examination, she was found to

be 4 cm dilated, 100 percent cervical effacement, and a

vertex presentation at plus 2 station with ruptured

membranes. Labor progressed rapidly and she was

delivered by normal spontaneous delivery without an

episiotomy and without anesthesia at 5:30 p m, 15

minutes after admission. The infant was a 3 pound, 7

ounce male with an Apgar of 7. No lacerations were

noted on examination. The patient did well

postpartally and was discharged from the hospital on

February 6, 1970.

She was then seen in postpartal clinic two weeks

after discharge. There were no lacerations noted and no

hematomas. She was doing well, and because she was

unmarried, and unwilling to be sterilized, an IUD was

inserted. She has been followed periodically in the

clinic since that time. The IUD has remained in place

and she has had no further difficulties.

Discussion

Reports of the Ehlers-Danlos syndrome
mention its rarity, hereditary factors, the

problems associated with the deficient

elasticity of the skin, hypermobility of the

joints, bleeding tendencies, and poor wound
healing. 4 Although the surgical
complications of the syndrome, such as

spontaneous rupture of large blood vessels

and repeated dehiscence of surgical

wounds, are well known, 1 there is very little

in the literature concerning the obstetrical

management of patients with the syndrome,

except that patients manifesting the disease

are often born prematurely from premature
rupture of the membranes, 5 as our patient

was. This is understandable since the fetal

membranes would have the same type of

connective tissue as the infant. Since our

patient’s membranes did not rupture
prematurely with either of her deliveries,

we would not expect them to exhibit the

manifestations of the syndrome, and they

did not and have not done so to this time.

Samules reported 6 that a multigravida

delivered three children with only minor

disturbances, primarily postpartal
bleeding or spotting with no excessive

lacerations or other crises. Although the

Ehlers-Danlos syndrome may proceed with

only minimal complications, 7-8 massive

hemorrhage and severe lacerations can

occur.

In preparation for this patient’s first

delivery, several problems were
anticipated: (1) Increased blood loss; (2)

Poor wound healing; and (3) Possible exten-

sive lacerations. Although her pelvis was
not optimal for delivery below, the thought

of cesarean section with poor wound healing

and the possibility of dehiscence even years

later deterred such an approach. In

addition, the bleeding tendencies in the

syndrome, while thought to be of vascular

rather than a hematologic origin, 1 again

suggested that an adequate amount of blood

should be available in anticipation of her

delivery. The same problems were
anticipated in preparation for her second

delivery. We, however, had elected to carry

her to term and do an elective cesarean

section because of the massive vaginal

lacerations and bladder evulsion which had

taken place with the first delivery.

However, rapid premature delivery made
this unnecessary. Her uneventful second

delivery gave us further evidence of the

unpredictability of the syndrome in

pregnancy and delivery.

The postoperative medications in her first

delivery were designed to increase wound
healing as far as possible through adequate

maintenance of whole blood, protein and
ascorbic acid; and, in addition, because

postpartally there is apt to be depressed

ovarian secretion, an adequate amount of

estrogen was supplied.

It is with some regret that this patient had

not been sterilized. She and her family have

been unwilling.

Summary
We have presented two pregnancies and

deliveries in a Negro woman. The first

delivery was complicated during the second

stage of labor by extensive spontaneous

lacerations, shock and moderately severe

blood loss, with evulsion of the urethra from
the bladder requiring abdominal
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exploration, reanastomosis of the torn

urethra and closure of vaginal lacerations

after an uneventful and rapid first stage of

labor. The second pregnancy and delivery

involved a premature rapid spontaneous
labor that was uncomplicated.

A discussion of pregnancy and delivery in

the Ehlers-Danlos syndrome has also been
included.
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Self-Inflicted Crossbow Arrow Injury

of the Abdomen

• “A self-inflicted crossbow arrow injury is of such an unusual

nature as to warrant reporting.”

FRANCIS J. ALESSI, MD
JAMES DAVID, MD

New Orleans

PENETRATING abdominal injuries

are common in the Charity Hospital

System of Louisiana. Nevertheless, a self-

inflicted crossbow injury is of such an

unusual nature as to warrant reporting.

Case Report

On October 3, 1974, a 25-year-old white man, with a

history of mental depression, was admitted to the

Lafayette Charity Hospital Emergency Department,

following ingestion of an unspecified number of

diazepam tablets. After gastric lavage was performed,

he signed out saying he would return soon. He returned

by ambulance in one hour, with a crossbow arrow

deeply embedded in his abdomen.

He presented in a clinical state of shock, with pale,

cool skin, a blood pressure of 80/60 mm Hg, and a heart

rate of 100 beats per minute. There was diffuse

abdominal guarding. No blood was present in the

gastric aspirate or rectum. Following resuscitation,

laboratory data were normal. Films of chest and

abdomen were unremarkable, except for the presence

of the arrowhead in the left upper abdominal quadrant.

Intravenous pyelography revealed that the kid neys and

ureters were intact.

The arrow shaft was cut at the level of the abdominal

wall, and laparotomy was performed. He had sustained

through-and-through injuries of the left transverse

Fig 1. Composite of abdominal radiograph and

arrow.

Drs. Alessi and David are with the Department of

Surgery, LSU Medical Center, New Orleans,

Louisiana 70112.

Fig 2. Location of entry wound.

Fig 3. Arrow head in situ.

colon and a single loop of jejunum, perforation of the

mesentery, and a linear laceration of the aorta, below

the renal vessels. After closure of the intestinal

perforations, the left colon was mobilized and the aortic

injury repaired with 5-0 cardiovascular proline.

Following thorough irrigation, the colon injury was
exteriorized and the abdomen closed.

Postoperatively, the patient resisted all attempts at

respiratory management and had atelectasis and low

grade fever for one week. Because of obstructive

symptomatology, the exteriorized colorrhaphy was
converted to a colostomy on the fourth postoperative

day. Following psychiatric consultation, he was
discharged on the twelfth postoperative day.

The colostomy was closed five weeks later, by

debriding and approximating the colon edges. The
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CROSSBOW ARROW INJURY - ALESSI, ET AL
Tke Marikeim Collection

of Fine Boekm Porcelains:

Outstanding in its Completeness

From one of tke nation’s great collections of porcelains ky

tke studios of Edward Marskall Boekm, tkese kandsome
sculptures are keautiful to kekold, a joy to possess, and a

fine investment in classic porcelain art.

A. The variegated shape, chiffon-soft petals and plump
honey-hee give the SWAN LAKE CAMELLIA a

heauty arid realism that is enchanting to behold.

Lnn ited issue, 1Q76. Height: 5%"; Width: lOH"

.

$ 575.

B. The DROWSY PANDA sitting up, hut tired

from overeating, is too weary to brush aside the rem-

nants of his bamboo meal. From Boehm’s "Young
Wildlife of the World" 1Q76 series. Height: 6P2";

Width: 8 ". $ 425.

C. In this beautifully crafted Boehm sculpture, the

curious and excitable CAROLINA WREN pauses

in a cluster of mushrooms to sing its clear sweet

song. Height: 7\fi"; Width: 7"
. $ 450.

Write for tke 1976 Boekm krockure.

Mankeim Galleries
Established 1Q1Q

409 Royal St., New Orleans, 504-568-1901
2520 Fairmount Ave., Dallas, 214-742-2364

The largest and most comprehensive collection of antique

English, Continental and Oriental Furnishings, Porcelains
Paintings, Silver and Jade in Dallas and New Orleans.

Also Agents for Boehm Birds.

patient has continued to do well physically and, to date,

has not attempted to repeat his bizarre act.

Comment
From an extensive review of the

literature, we have been able to find only a

single case report of a self-inflicted

crossbow arrow injury, utilized as an
attempt at suicide. 1 These authors state that

the arrow may attain a velocity of 200 feet

per second. However, to do so, it must have
no resistance as it is thrust through an
internal draw of 16 to 20 inches. Since it may
be fired at one’s self from a distance limited

to arm’s length, it is apparent that

resistance through the major part of its

course will limit the arrow’s penetration.

It was also stated that the crossbow arrow
has a nearly flat trajectory for a distance of

up to 150 yards and is nearly as accurate as a

30-30 carbine over this range. As a division

of the National Archery Association, the

National Crossbow Men of the United States

of America actively sponsors interest in this

sport. The use of the crossbow in hunting is

sharply restricted; however, with renewed
interest in this instrument, crossbow arrow
injuries may become a more frequent

occurrence, particularly in a state which
possesses as many sportsmen as Louisiana.

Reference

1. Saw EC, Arbegast NR, Comer TP: Crossbow

arrow injury of the abdomen. Arch Surg 106:721, 1973
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The Asymptomatic Breast Mass: Diagnostic Evaluation

With continued emphasis in medical and
lay publications on the prevalence of breast

cancer in women, physicians are more and
more discovering palpable masses in the

breasts of asymptomatic patients or they are

found by the patients themselves on routine

self-examination. Once discovered,
“Whither thou goest?”--should the mere
presence of the mass warrant surgical

removal? Certainly not. Rather, an effort

should be made to determine whether it is

benign or malignant.

An accurate clinical history and a

complete physical examination are of

paramount importance. Following these, a

xerographic study of the breasts is

recommended. A benign cyst and/or tumor
will be revealed as a sharply circumscribed

mass with a well delineated margin.

Occasionally, a cyst will have a partially

calcified wall. A benign tumor may be void

of calcium or contain one or more large,

irregular calcifications. In some
fibroadenomas, the entire soft tissue

component may be replaced by
calcifications. By contrast, a malignant

lesion is irregular and poorly circumscribed

with spiculated (infiltrating) margins. The
calcifications associated with malignancies

are usually tiny, multiple, and on occasion,

may be the only xeroradiographic findingto

indicate the presence of a tumor. A
thermographic study, if available, may
likewise give useful information. These

modalities in most instances will

differentiate the benign from the malignant

mass with remarkable accuracy.

From the Department of Radiology, Ochsner

Medical Institutions, New Orleans.

Reprint requests to Dr. Bergeron, Ochsner Clinic,

1514 Jefferson Highway, New Orleans, Louisiana

70121.

RALPH B. BERGERON, MD
CHRISTOPHER B. MERRITT, MD

New Orleans

Recently another diagnostic approach has

become available - ultrasound. The
ultrasound B-scan offers a simple and
harmless means of evaluating a lesion

within the breast and may be especially

useful in distinguishing solid from cystic

masses. With lesions greater than 2 cm in

diameter the accuracy in distinguishing

solid from cystic masses is at least 95

percent. Since the cystic lesion contains no

interfaces to reflect sound, it appears as a

sonolucent mass. The homogeneous content

of the cyst produces relatively little

attenuation of the sound beam and this

results in a sharply delineated back wall to

the cyst. In contrast, solid masses, being less

homogeneous than fluid, are seen to contain

internal echoes, especially at high gain

settings. Also, since the solid lesion

attenuates sound, the back wall of the lesion

is less clearly defined than a cyst. With
careful scanning technique the majority of

cystic lesions can be readily distinguished

from solid masses. In addition, with

ultrasound it is possible to measure the

lesion and estimate the volume of the mass
with considerable accuracy. Using special

aspiration transducers, ultrasound may also

be used to guide a biopsy or aspiration

needle into a nodule within the breast.

Case Report

A 47-year-old white woman had a large 3.8 cm mass
(Figs 1 and 2) in the left breast. The patient was not

aware of this mass. She was totally asymptomatic and

had no pain or discomfort referable to the breast. The
xeroradiographic study revealed a noncalcified,

sharply-delineated, soft tissue mass deep in the left

breast with a radiolucent “halo” about the mass. Based

on these findings, it was interpreted to be a cyst. The
patient was referred for an echogram of the breast. The
mass was sonolucent at various gain settings with a

sharply-defined back wall. All of the characteristics of

the mass indicated that it was cystic rather than solid

(Fig 3). After 8 ml of fluid was removed by needle

aspiration, the lesion disappeared.
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Fig 1. Lateral xerogram of the left breast. The

arrows demarcate the large, centrally-located soft

tissue mass.

Conclusion

The combination of xeroradiography and
ultrasound study of the breasts is extremely

helpful in distinguishing whether a breast

mass is cystic (and almost certainly benign)

or solid (and therefore possibly malignant).

C=3C=0

<l) -'i

Y ^ ,/

Fig 2. Craniocaudad view of the left breast again

showing the large cyst about which is a radiolucent

“halo” so characteristic of these lesions.

Fig 3. Transverse echogram of the left breast at high

gain setting shows the lesion seen on the xerogram to be

free of internal echoes. The back wall of the lesion is

sharply delineated. These are findings typical of a

cystic lesion. The large black dots along the left margin
of the lesion are markers spaced 1 cm apart.
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Electrocardiogram

of the Month

Chaos in the Heart

Editor

NORTON W. VOORHIES, MD
New Orleans

JORGE I. MARTINEZ-LOPEZ, MD
New Orleans

The tracing is a continuous rhythm strip (lead II). It was taken on a 64-year-old white man
with the diagnoses of chronic alcoholism and chronic lung disease. He was taking digitalis.
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What is your diagnosis?

Elucidation is on page 247.

From the Cardiology Section, Department of Medicine, L.S.U. Medical Center, and the Heart Station, Charity

Hospital of Louisiana, New Orleans, La. 70112.
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MEASLES ERADICATION — ESSENTIAL ACTION

1. Routine immunization of infants at 1 year of age: This

should be the goal of every practicing physician, nurse

and medical clinic.

2. Immunization before school entry: Louisiana law re-

quires immunization or an immunization program in

progress prior to school entry.

3. Surveillance of all measles cases: All diagnosed or sus-

pected measles cases must be reported immediately by

telephone, by physicians, nurses, school teachers or any

other person aware of a case (Call local health department

or State Division of Health, 527-8121).

4. Epidemic search and containment: Epidemiological

investigation and control measures will be initiated

immediately after a case is reported to the health

authorities.

LOUISIANA HEALTH AND HUMAN RESOURCES
ADMINISTRATION
Division of Health

William H. Stewart, M.D.

Commissioner and State Health Officer
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Re: Should a Physician Have a Consent Form
Opinion of Mr. Henry B. Alsobrook, Jr.

(June 7, 1976)

This is relative to having a patient sign a consent form for blood transfusion and also

operative permits for bone marrow aspiration and needle biopsy.

It is my opinion that the patient should sign a consent form for these three procedures. I

have long been an advocate of a consent form for blood transfusions which would alert the

patients that they may obtain hepatitis and that this is something that is a risk of taking the

blood.

I further feel that any kind of surgical procedure, such as a biopsy should have a consent

form because certainly risks are involved and the patient should be explained the risks and
give written consent to the procedure. I am further of the opinion that the physician ordering

the blood transfusion or the needle biopsy should be the one to obtain the patient’s signature on

the consent form. The physician should also witness the form. There are some law cases which

hold that a nurse or other hospital personnel are not qualified to get the patient’s signature on

the consent form because they do not have the expertise to answer questions the patient might
pose relative to the procedure.

During the 1975 Legislative Session, the Uniformed Consent Law was introduced and
passed.

Anyone desiring a form of consent that conforms to the statute, contact the Louisiana

State Medical Society office for a sample.

Re: Good Samaritan Law
Opinion of Mr. Henry B. Alsobrook, Jr.

(May 20, 1976)

The basic purpose of the Good Samaritan Law is to protect a physician from any claim for

civil damages resulting from an actor omission of a physician rendering gratuitous assistance

at the scene of an emergency (other than an emergency in a hospital): whereas Louisiana

Revised Statute 40:1299.54 of the Medical Consent Law implies the consent of the injured

party in an emergency situation where he nor anyone in his behalf is able to consent. Accord-

ingly, the Medical Consent Statute only protects the physician from the injured party filing a

subsequent lawsuit alleging a cause of action as a result of his failure to consent to the treat-

ment received. Therefore, in brief, the difference between the two statutes is that the Good
Samaritan Law attempts to protect the physician from any claim, including malpractice or

failure to consent, associated with his gratuitously rendering assistance, while the Medical

Consent Law specifically looks to protect the physician from a claim based upon the injured

party’s failure to consent to the treatment given.

There is another important distinction between the two laws. The Good Samaritan Law only

applies to services rendered at the scene of an emergency and specifically excludes the

applicability of the statute to an emergency in a public or private hospital: whereas, the

concept of emergencies in the Medical Consent Act is sufficiently broad to apply to

emergencies that might occur in a physician’s office or hospital.
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Doyou feel qualified to

diagnose your

insurance policy?

At Group Consultants we've offered

you a comprehensive insurance

program sponsored by the LSMS since

1972. But we know that terms can

sometimes be confusing in making any

decision about insurance, so here are

some of the most commonly misused

terms and what they really mean.

Non-eancellable: A contract in which

the insurer can not change provisions

of the contract while it is in force.

Unfortunately this usually means the

rate will not be adjusted downward

either.

Guaranteed renewable: A contract in

which the insurer can not change

provisions of the contract except the

premium rate for a specific class of

people. For example Group

Consultants has just reduced

premiums on LSMS disability plans

for all members under 40.

LSMS disability renewal guarantee:

That provision of your LSMS
sponsored plan which guarantees that

your plan cannot be terminated except

by the LSMS, and only when another

LSMS sponsored plan replaces it.

Conversion of your old plan is

guaranteed, thereby affording

you the opportunity to acquire an

additional policy.

Personal Benefit Summary: A
detailed annual recap of personal

insurance benefits and options, made

available only to participants in the

LSMS sponsored programs.

Rehabilitation rider: That portion of

your LSMS disability program which

provides for continuation of benefits

and supplementary payments while

you, the insured, are attempting to

retrain for your own or another

profession.

These are some of the terms as they

apply to your LSMS sponsored

disability policy. However, questions

about other provisions of your policy

may arise and we’re always ready to

answer any questions you may have.

So the next time someone gives you

his diagnosis of your insurance

coverage - make sure he’s diagnosing

in his specialty - call us.

GROUP CONSULTANTS, INC.
BYNUM,GRACE & KIRBY INC-

555 Building, St. Tammany St.

P.O. Drawer 66635 Baton Rouge, La. 70806

(504) 926-6303
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Socioeconomicic

By LEON M. LANGLEY, JR.

American Physicians Examine Their Patients more often and more thoroughly than British

physicians, but British physicians may diagnose mental disorders more often than American
physicians do, according to a survey published last week in the British Medical journal. The
survey compared the work of 25 family physicians in Iowa with that of 28 physicians in

England and was based on an analysis of more than 5,000 cases.

Seven of Ten Married Couples of child bearing age used contraception in 1973, reports a new
study sponsored by Planned Parenthood Federation. Of those, 70% were using one of the

three most effective methods --- the pill, IUD, or sterilization --- a "veritable revolution" in

practice since 1965, the study said.

Diagnostic Error Is the Leading Cause of medical malpractice claims, according to final results of

a study made public by the National Association of Insurance Commissioners. The study also

showed that hospital-based specialists are the most frequent target of liability suits.

It Is Safe for Premature Infants to be fed human milk, according to preliminary findings by a

group of top scientists. Their report, which indicates a need for additional research, appears

in the May issue of Pediatrics.

Actions to Help Slow the Increase in the number of young girls and young women smoking

were called for in an editorial in Ca---A Cancer journal for Clinicians. The journal said

pediatricians, gynecologists, and obstetricians should present anti-smoking information to

their patients. The measures were called for following a study conducted for the American

Cancer Society; 68% of the teenage girls questioned said their family physician had not

warned them against the dangers of smoking.

Gallup Poll Revealed that 76% of Americans fear blindness more than any other disability,

including loss of limbs, hearing or speech. Of all illnesses, cancer is the most feared by 58% of

Americans --- but blindness is second, at 21%.

Incidence of Leprosy in the nation has increased in recent years because of changing immigration

policies, the U. S. Center for Disease Control reported. In 1971-73, there were 419 cases ---

155 in California, 1 15 in Hawaii, and 81 in Texas. Rise is attributed to increased immigration

from the Philippines and American Samoa.

British Physicians Are the Lowest Paid among MDs in the European Common Market,

according to a survey conducted by the British Medical Association. The survey found the

British MDs across the entire spectrum of medicine work for far less than their European

counterparts. Pay rates, about double those of Britain, are fairly close together in Luxem-
bourg, Belgium, France and Denmark, with Italy, Ireland and Great Britain trailing, accord-

ing to the survey.

Crib Deaths caused by "sudden infant death syndrome” declined sharply in the past two years,

according to Abraham Bergman, M.D. The past two years have seen about 7,500 such deaths

a year compared with about 10,000 earlier, he said. He suggested one reason for the decline

might be the increase in abortions and in contraception among the poor, especially the teen-

age poor, whose babies are frequently susceptible to crib deaths.

panes)
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Did You Know That

RUCKER PHARMACAL CO., INC.

Is The Only Full Sen’ice

Pharmaceutical Manufacturer & Distributor

In The State Of Louisiana

Including Complete Manufacturing Facilities

National Sales Force

Fully Staffed Research Facilities

RUCKER PHARMACAL CO., INC.
6540 Line Avenue Shreveport, Louisiana 71106
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OrcfCiniza tion Section

The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

MINUTES
GENERAL MEETING

LOUISIANA STATE MEDICAL SOCIETY

Shreveport, Louisiana

May 4,1976

F. Michael Smith, Jr.. M.D., out-going President,

called the meeting to order on the above date

immediately following the closing session of the 1976

House of Delegates meeting.

Dr. Smith then introduced Thomas Y. Gladney, M.D.

and installed him as President with the presentation of

the. gavel. Dr. Gladney received a standing ovation

from the members.

H. Ashton Thomas, M.D., Secretary-Treasurer, then

recognized Past President Smith and presented him

with the Past President’s plaque and the President’s

pin. Dr. Smith addressed the members briefly to

express his appreciation for being allowed the

privilege of serving the medical community in the

capacity of President of the Louisiana State Medical

Society.

A motion was then made from the floor, seconded and

carried, to approve the actions of the 1976 House of

Delegates meeting.

Dr. Smith then announced that the proposed

amendment to the LSMS Charter, voted upon by the

general membership, had been overwhelmingly
approved ( 105 in favor and 4 opposed ). Charter Article

II will now read:

“The objects and purposes of this corporation

shall be to federate and bring into one compact

organization the eligible members of the

medical profession of the State of Louisiana, by

the organization in the various districts and

parishes of local branches known as component

societies, which shall receive charters from this

Society, and which may be corporate bodies: and

to unite with similar associations in other States

to form the American Medical Association, with

a view to the extension of medical knowledge, to

the advancement of medical science: to the

elevation of the standard of medical education,

and to the enforcemnt of just medical laws: to the

promotion of friendly intercourse among
physicians, and to guarding and fostering their

material interests, and to the enlightenment and

direction of public opinion in regard to the great

problems of State Medicine: so that the

profession shall become more capable and

honorable within itself and more useful to the

public in the prevention and cure of disease and

in the prolonging and adding comfort to life.”
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There being no further business, the 1976 General

Meeting of the Louisiana State Medical Society was

adjourned.

MINUTES
EXECUTIVE COMMITTEE

LOUISIANA STATE MEDICAL SOCIETY

Shreveport, Louisiana

May 4, 1976

President Thomas Y. Gladney, M.D. called the

meeting to order on the above date immediately

following the 1976 General Meeting of the Louisiana

State Medical Society.

The secretary checked the roll, which indicated that

there was a quorum present.

The sole item of business before the Executive

Committee was the proposed revision of the LSMS
Employees’ Pension Plan. Upon motion made,
seconded and carried, the Executive Committee
approved the proposal by Alexander Grant and

Company to change the LSMS employees’ retirement

plan from the present “defined benefit plan” to a

“money purchase plan.” The changes were made in

conformity with federal laws and regulations under the

Employment Retirement Income Security Act of 1974.

The trustee of the new plan will be the Whitney
National Bank Trust Department, and the

administrator of the plan will be Alexander Grant and

Company. Investments under the new plan will be

handled by Waters, Parkerson and Company.
Since the Executive Committee’s business had been

completed, the meeting was adjourned.

MINUTES
EXECUTIVE COMMITTEE

LOUISIANA STATE MEDICAL SOCIETY

New Orleans, Louisiana

May 26, 1976

President Thomas Y. Gladney, M.D. called the

meeting to order at 9:30 a.m. on the above date in the

Conference Room of the LSMS domicile. W. Charles

Miller, M.D. offered the invocation.

Roll Call

The recording secretary checked the roll of

members, which indicated that there was a quorum
present.

Confirmation of Mail Vote

Upon motion made, seconded and carried, the

following were confirmed:

1) Approval of disbursement of funds re Jesse

McDonald.

2) Approval of active, academic and intern/resident

membership.
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ORGANIZATION SECTION

INSURED

A powerful lot of people

have been saving at

Eureka since 1884

See Eureka for Home Loans

>25 Canal Street Phone 8220650
1 10 Belle Chaste Hwy.
West Bank Division

EUREKA HOMESTEAD SOCIETY

Reports ot Officers

President - Dr. Thomas Y. Gladney informed the

Executive Committee of the upcoming “road show”

instituted in an effort to improve communication

between LSMS officers and individual members
around the state.

At this point the discussion turned to the matter of

continued employment of attorney, Jesse McDonald.

Dr. Gladney read a letter from Dr. Gerald LaNasa
regarding the need for Mr. McDonald’s services. The

letter contained a request that the Executive Com-
mittee confirm the continued employment of Mr.

McDonald as special counsel, specifically for Act 817

and related legislation. The letter further requested

that Mr. McDonald’s fees be paid from the remainder

of last year’s Special Assessment Fund.

There was some question as to who would authorize

Mr. McDonald’s LSMS work activities. Following a

discussion of the matter, Dr. Elmo Laborde moved that

the Chairman of the Council on Legislation and the

Council on Legislation be empowered to employ, upon

their discretion, Jesse McDonald when he is needed for

implementation of the present LSMS legislative

malpractice package. This motion received a second

from Dr. Eugene. Worthen. Dr. F. Michael Smith

offered an amendment to the motion that Mr.

McDonald’s fees (for implementation of the legislative

malpratice package) be paid from the Legislative

Council’s budget, and if that budget proves

insufficient, then the Council may make application to

draw from the Special Assessment Fund. The motion,

as amended, was voted upon and carried.

Dr. Gladney introduced Mr. Donald Hebert,

President-Elect of the Louisiana Hospital Association.

Mr. Hebert is the LHA representative (without vote) to

the LSMS Executive Committee. (See NEW
BUSINESS for appointment of the LSMS
representative to LHA Board.)

In concluding the President’s Report, Dr. Gladney

announced that the Special Session of the House of

Delegates will be held at the Baton Rouge Hilton at

Corporate Square on Sunday, September 12, 1976.

Further information on the Special Session will be

disseminated to the membership through
CAPSULES.

Secretary-Treasurer - Dr. H. Ashton Thomas
presented a membership report which indicated an

increase in LSMS membershipof llOand adecreasein

AMA membership of 59 as compared to the same
period last year. Dr. Thomas advised the Executive

Committee that if our AMA membership does not

increase, the LSMS will lose one of its delegates to the

AMA. He called upon the District Councilors to

encourage their local members to join the AMA. In

closing. Dr. Thomas suggested that the Executive

Committee consider increasing Student and

Intern/Resident membership dues to $10.00 per year.

Fifth District Councilor - Two written reports by Dr.

Stanley R. Mintz were filed for the information of the

Executive Committee. These reports summarized
meetingsof the Fifth Districtheld April 1 and April 26,

1976.
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ORGANIZATION SECTION

At this point, Dr. Thomas moved that Dr. Mintz be

commended for the fine job he has done in complying

with the recommendation of the Committee on Long
Range Planning. That recommendation, adopted and

reaffirmed by the House of Delegates, was that each

District Councilor conduct two meetings a year and

submit a written report of those meetings to the

Executive Committee. Dr. Thomas' motion received a

second from Dr. D. H. Johnson, was voted upon and

carried.

Board of Councilors

There was no report from the Board of Councilors.

Dr. Gladney announced that there would be a meeting

of the Board to elect a new chairman immediately

following adjournment of the Executive Committee

meeting.

Report of AMA Delegates

Drs. Ralph H. Riggs and W. Charles Miller stressed

the need for LSMS representation at the upcoming

AMA Annual Convention in Dallas, June 26 thru July

I, 1976. Since the AMA has eight reference

committees, any individuals who could attend would be

welcomed.

Report of Legal Counsel

Mr. Henry B. Alsobrook, Jr. mentioned the

possibility of the constitutionality of Act 817 being

challenged. He stated that the LSMS should be

prepared for this possibility.

Mr. Alsobrook also advised the members of the

Executive Committee of an article entitled, “Forming a

Mutual Malpractice Insurance Company,” by Stephen

J. Martin, which appeared in a recent issue of Tax
Lawyer. This article deals with various tax problems of

mutual and reciprocal insurance companies. He stated

that copies were available and that one would be

forwarded to the Insurance Committee.

There was some discussion of an AMPAC
memorandum referable to state medical associations

financing state medical political action committees and
endorsing candidates. Mr. Alsobrook stated that the

Federal Election Reform Act, recently passed by

Congress, could have a bearing on this matter,

especially with regard to candidate endorsement. Such

involvement by a medical association could jeopardize

its tax status and also its favorable postal rates.

Report of LAMPAC
In the absence of LAMPAC Chairman, James W.

Vildibill, Jr., M.D., Dr. D. H. Johnson, Jr., LAMPAC
Treasurer, presented the LAMPAC membership

report. The report indicated an increase in regular

members of 272 and an increase in sustaining members

:

of 44 as compared to the same period last year. Dr.

i Johnson further informed the Executive Committee of

the activities of LAMPAC in the area of candidate

support. In closing, Dr. Johnson asked all Executive

Committee members to become sustaining members of

LAMPAC.
Report of Auxiliary

Mrs. A. M. Alexander, Jr., Auxiliary President,

introduced the Auxiliary President-Elect, Mrs. John

Hopper. Mrs. Alexander reported on the activities of

the Auxiliary, including the recently held “Day at the

Legislature.” In conclusion, Mrs. Alexander offered the

assistance of the Auxiliary Councilors in setting up
meetings for the LSMS District Councilors.

Report of Insurance Committee
A status report by the Insurance Committee on the

formation of a captive insurance company was filed for

information, upon motion made, seconded and carried.

Special Order

With regard to the studies on captive insurance, Dr.

David Carlton asked if the Insurance Committee would

have access to Jesse McDonald’s services if the need

arises. It was agreed that the Chairman of the

Insurance Committee be authorized to call upon Mr.

McDonald when and if his services are needed in this

regard. Additionally, it was agreed that fees for such

services would be paid from the $75,000 appropriation

approved by the House of Delegates for all legal and

administrative studies to form a captive professional

liability insurance company.

A letter from Alexander & Alexander, Inc.

regarding captive insurance was distributed to the

members of the Executive Committee. In this letter,

Mr. C. P. Herrrington of Alexander & Alexander

proposed that his firm undertake a study for the LSMS
which would render a step-by-step analysis of the

procedures needed to fully implement a program of

self-insurance. A motion was made by Dr. Ronald

Bergeron that this be referred to the Insurance

Committee. The motion was seconded, voted upon and

carried.

New Business

There was a discussion of the LSMS public relations

activities. It was suggested that the LSMS consider

employing a professional public relations firm. An
additional suggestion was offered referable to having a

local PR chairman in each component medical society.

A motion was then made by Dr. Smith, seconded and

carried, that the Executive Committee instructs its

President to proceed with the mechanics of forming an

effective public relations campaign and that the

President be empowered to solicit bids from different

PR firms and make final arrangements.

A joint letter from the Lafourche, Terrebonne and St.

Mary Parish Medical Societies, referable to the

selection of the Third District delegate, was
considered. It was the consensus that this matter

should be resolved by the Third District Medical

Society; therefore, no action was taken.

There ensued a discussion of district medical

societies and their boundaries. Following discussion a

motion was made by Dr. Thomas, seconded by Dr.

Smith, that the matter of possible re-districting and

possible abolishment of district societies be referred to

the Committee on Long Range Planning. An
amendment was offered to add that the Long Range
Planning Committee work in conjunction with the

Committee on Charter, Constitution and By-Laws as

needed. The motion, as amended, was voted upon and

carried.

The matter of appointment of someone to the Council

on Legislation from the Seventh District to fill the two-

year unexpired term of Avery L. Cook, M.D. was
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considered. Dr. Conway Magee nominated Stephen E.

Carter. M.D. of Lake Charles. Dr. Magee stated that

Dr. Carter had agreed to accept the appointment on a

one-year trial basis. Dr. Carter’s nomination was

seconded, voted upon and carried.

The President then asked Dr. Arthur G.

Kleinschmidt, Jr., President-Elect, if he would accept

the assignment as the LSMS representative (without

vote) to the Louisiana Hospital Association Board. Dr.

Kleinschmidt accepted the appointment. A motion was

then made, seconded and carried that the travel

expenses of Dr. Kleinschmidt, as the LSMS
representative to the LHA Board, be reimbursed by the

Society.

The next item considered was a letter from Dr.

William P. Bradburn. Ill, suggesting that other state

medical societies and the AMA be surveyed to

determine their policy on per diem expense accounts

for their officers. A motion was made by Dr. Thomas,

seconded by Dr. Johnson, that the necessary

information be gathered and reported back to the

Executive Committee. There was discussion of the

matter, and Dr. Worthen pointed out that an informal

investigation could be conducted withoutofficial action

in this regard. Dr. Worthen then offered a substitute

motion that this matter be tabled. The substitute

motion was seconded, and upon vote, carried.

The next item on the agenda was the action of the

House of Delegates referable to quality review. Upon
motion made, seconded and carried, the following were

referred to the Committee on Hospitals, which would

report back to the Executive Committee upon

completion of the assignment:

I. 1. An in depth study of private mechanisms of

review of quality of medical practice:

a) What is being done?

b) Are existing measures adequate?

c) Recommendations for action by House of

Delegates.

2. An in depth study of the activities of the

JCAH as they affect the practice of medicine

in the State of Louisiana:

a) Are such activities in the best interest of

the LSMS?
b) Recommendations for action by House of

Delegates.

II. Resolution #911:

Resolved, that the House of Delegates

instructs its officers to seek a standby mech-
anism for quality assessment of hospitals in

our state in the event the continuing drive force of

JCAH clashes with the LSMS objectives of qual-

ity care promotion and the essential freedoms,

principles and ethics upon which we choose to

stand.

With regard to the matters referred to the

Committee on Hospitals, it was pointed out that the Ad
Hoc Committee to Study Ethical Peer Review
Mechanisms had accomplished much in this area. It

was agreed that all applicable data of the Ad Hoc
Committee, including the LSMS Utilization Review
Policy and the plan for its implementation under

Option iii, would be supplied to the Committee on

Hospitals.

The Executive Committee discussed the JCAH
hospital surveys being conducted. Dr. Smith informed

the Committee that he and Dr. Thomas had both

written to Dr. John Porterfield, JCAH Director, in an
effort to determine the attitude of JCAH toward the

LSMS quality review plan. Dr. Smith further stated

that to date neither Dr. Thomas nor himself had
received a reply from Dr. Porterfield. It was agreed

that another letter should be sent to Dr. Porterfield. Dr.

Thomas suggested that Dr. H. H. Hardy, Jr. be

requested to write such a letter, and this was so

ordered.

An article which appeared in the May, 1976 issue of

Private Practice entitled, “JCAH: From Nest
Inspections to Cookbook Medicine," by John R. Coyne,

Jr. was distributed for the information of the Executive

Committee.

The Executive Committee considered the action

taken by the House of Delegates referable to opposition

of Public Law 93-641 (Past Presidents’ Resolution #2,

Recommendations #3 and #4 of the Committee on

Areawide Planning, and Recommendation #13 of the

Committee on Federal Legislation). Legal Counsel was
called upon to comment on possible legal action by the

LSMS.
Mr. Alsobrook stated that there are several suits

pending in various states challenging the

constitutionality of PL 93-641. He further stated that

the LSMS could file an amicus curiae brief to one of the

suits presently pending or institute a separate suit in

Federal Court. He added that the filing of a separate

suit would have far greater impact than merely joining

an existing suit as a “friend of the court”. Mr. Alsobrook

said that in all probability, if enough state associations

file individual suits, these suits would be brought

together into a multi-district litigation. A multi-

district litigation would be less expensive and would

probably have a favorable effect on the judges who hear

the case.

A motion was then made by Dr. Carlton, seconded by

Dr. Johnson, that the LSMS file a separate suit in

Federal Court challenging the constitutionality of PL
93-641. Upon vote, this motion passed.

The Secretary-Treasurer asked for authorization to

write to all state medical associations urging them to

take similar action as soon as possible. Mr. Alsobrook

added that there is an association of the various medical

societies’ attorneys, of which he is a member, thatcould

be contacted in this regard also. There was no

objection to this, and it was so ordered.

Dr. Donald Palmisano requested that an article

entitled. “Medical Care as a Right: A Refutation,” be

duplicated and distributed to the members of the

Executive Committee for their information. The
article was written by Robert M. Sade, M.D. and was
published in the December 2, 1971 issue of The Neic

England Journal of Medicine. There was no objection

to this request, and it was so ordered.

The Executive Committee then considered two

recommendations of the Committee on Health Care
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Costs which were adopted by the House. The
recommendations called for challenging HEW’s
assumption that rate regulation is the overall answer to

control of health costs and research in the area of

medical care costs. Dr. Smith pointed out that, for the

most part, these recommendations have already been

satisfied. Dr. Thomas then moved that the Executive

Committee consider the activities that have
appropriately been done in this area and continue to

persevere in these activities. The motion was seconded,

voted upon and carried.

There was a discussion of a recommendation of the

Committee on Federal Legislation, adopted by the

House, that the LSMS consider filing amicus curiae

briefs to the suits by the American Council of Medical

Staffs against the November 29, 1974 Utilization

Review regulations and on Option iii. A motion was
made by Dr. Smith, seconded and carried, that the

LSMS first determine if the CMS wants such briefs

filed; then if it is the desire of the CMS to have the

LSMS join in amicus curiae briefs, the LSMSwoulddo
so.

Information

Upon motion made, seconded and carried, the

following items were filed for information:

1. A letter of appreciation from Dario deLeon, M.D.

for the LSMS-ERF research grant for his Study on

Water and Its Relation to Cancer.

2. A letter of appreciation from Gerald N. Weiss,

M.D. for the LSMS-ERF research grant to study and

report on current matters in the health insurance field.

3. A letter from Floyd A. Norman, M.D., DHEW
Regional Health Administrator, referable to the LSMS
position on physician participation in Health Systems

Agencies.

4. A letter from Alfred A. Olinde, M.D., Presidentof

the New Orleans Area Psychiatric Association,

regarding the NOAPA’s withdrawal from the New
Orleans Area Health Planning Council.

5. A letter from Paul E. Donat, M.D., of Oklahoma
City, referable to support of Marvin Rowlands, M.D.

for Congress.

6. A letter of appreciation from William Kepper,

medical student representative to the LSMS House of

Delegates.

The letter from Mr. Kepper contained a request for

copies of Dr. Smith’s address entitled, “The Drift of

Things,” to be distributed to the entire student body of

Tulane University Medical School. There was no

objection to this request, and it was so ordered.

A recommendation of the Past Presidents’ Advisory

Council, that there be established an earlier deadline

for resolutions for regular meetings of the House of

Delegates of 30 days prior to the meeting date, was

adopted by the House at its recent session. Since this

would require a By-Laws change, it was referred to the

Committee on Charter, Constitution and By-Laws for

the preparation of an appropriate amendment. The

Chairman of the House, Dr. Eugene Worthen,

requested that the Charter, Constitution and By-Laws
Committee have this amendment prepared for the

Special Session of the House to be held in September,

1976. This was agreeable to Dr. Conway Magee,

Chairman of the Committee on Charter, Constitution

and By-Laws.

Adjournment

There being no further business, the meeting was
adjourned upon motion made, seconded and carried.
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ELECTROCARDIOGRAM OF THE MONTH

Electro-

cardiogram

of the Month
ELUCIDATION

DIAGNOSIS — Chaotic atrial tachycardia

(CAT)
INTERPRETATION — The rhythm strip

shows several features.

Upright P waves of varied morphology
(multifocal) are noted throughout. The P-P
intervals and the P-R intervals are not

constant. The atrial rate is rapid and also

variable. Inverted P waves (fourth strip

from the top) suggest atrial echo beats.

Ventricular complexes are narrow,
indicating normal conduction of supra-

ventricular impulses into the ventricular

musculature. The ventricular response is

grossly irregular.

Discussion

CAT, a distinctive electrocardiographic

and clinical entity, probably occurs more
often than is generally realized. The
principal electrocardiographic features

are: 1) A rapid atrial rate, greater than 100

per minute; 2) Changing P wave
morphology, usually from at least three

separate foci; 3) Irregular P-P intervals; 4)

Variable P-R intervals; and, 5) An isoelec-

tric baseline between consecutive P waves.

The variable P wave morphology or the

“absence” of P waves when the mean atrial

vector is perpendicular to the recording

lead, combined with the irregular

ventricular response, may lead to an

erroneous interpretation of atrial fibrilla-

tion or atrial flutter “with variable A-V
block.” Other conditions that must be

differentiated from CAT include sinus

rhythm with multifocal atrial premature

beats, wandering atrial pacemaker, and
paroxysmal atrial tachycardia with block. 1

Additional electrocardiographic altera-

tions may be introduced by the underlying

disorder and/or its management.
The infrequency with which the

arrhythmia has been reported is likely

related to its transient nature, so that it may
escape detection, and to erroneous electro-

cardiographic interpretation. The
commonest sequence2 is for the patient to

have preexisting unifocal or multifocal

atrial premature beats, then CAT, followed

by progression to atrial fibrillation — or for

atrial fibrillation to precede and follow the

onset of CAT. In some patients, however,

CAT develops without a preexisting

disturbance of rhythm. Recurrences are

common in all patients who exhibit CAT.

In ordinary “unifocal” paroxysmal atrial

tachycardia, the evidence favors a reentry

pathway passing through the AV junction

as the mechanism responsible for the

arrhythmia. That is not the case in CAT,
where the mechanism remains controver-

sial. Some believe it to be similar to that of

unifocal atrial tachycardia, except that

more than one atrial ectopic focus is present

(multifocal atrial tachycardia). 1 Others

have suggested that it is a reentry type

tachycardia, adding that “the reentry

circuit varies in duration as well as in its

precise anatomic course from beat to beat

because of areas of impaired conduction in

the atria.”3

In what clinical setting is CAT seen?

Almost all patients with the arrhythmia are

elderly and, with few exceptions, severely ill

with acute or chronic disorders, such as cor

pulmonale, ischemic heart disease, cardiac

failure, diabetes mellitus, or some combi-

nation of these factors, although CAT has

been reported in association with
hypokalemia, and following the use of

Aminophylline in patients with pulmonary
disease, no causal relationship has been
shown between the arrhythmia and
digitalis toxicity. 2 More rarely, a “benign”

variety has been observed in healthy young
individuals with otherwise normal hearts. 3

In the past, the prognosis for CAT has

been considered serious. The reported

mortality in patients with the arrhythmia is

50 to 60 percent. However, the rhythm
disturbance itself is probably “benign.”

Although it occurred frequently in the

seriously ill, death was not attributed to

CAT but rather to the underlying disorder

or its complications. 2

The need for treatment of CAT is dictated

by the presence or absence of hemodynamic
alterations. Because of its transiency, and
spontaneous conversion to other
disturbances of rhythm, it does not often
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require therapy. In the unusual situation,

when the duration of the arrhythmia is

sufficiently prolonged or associated with

rapid ventricular rate, treatment is needed.

Fundamental to control of CAT is

improvement in the general clinical condi-

tion of the patient, including improved
oxygenation, correction of metabolic
abnormalities, and control of sepsis. The
arrhythmia has been unresponsive to

digitalis, quinidine, lidocaine and diphenyl-

hydantoin. Cardioversion may abolish it.

The adage “Do not treat the EKG, treat the

patient with the EKG abnormality” is

certainly most applicable in this situation.

References
1. Shine KI, Kastor JA, Yurchak PM: Multifocal

atrial tachycardia: clinical and electrocardiographic
features in 32 patients. N Engl J Med 279:344-349, 1968

2. Lipson MJ, Naimi S: Multifocal atrial
tachycardia (chaotic atrial tachycardia): Clinical

associations and significance. Circulation 42:397-407,

1970

3. D Cruz IA, Mehta AB, et al: Benign repetitive

multifocal atrial tachycardia: response to intracardiac
atrial stimulation. Am Heart J 88:671-672, 1974
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CALENDAR
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month Lake Charles

Calcasieu Fourth Tuesday of every month Baton Rouge
East Baton Rouge Second Tuesday of every month

Jackson-Lincoln-Union i hird Tuesday of every month
except summer months

Jeffe rson Third Thursday of every month
Lafayette Second Tuesday of every month Lafayette

Lafourche Last Tuesday of every other month
Morehouse Third Tuesday of every month Bastrop

Natchitoches Second Tuesday of every month
Orleans Second Tuesday of every month New Orleans

Ouachita First Thursday of every month Monroe
Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month
Tangipahoa Second and fourth Thursdays of

every month Independence
Terrebonne Third Monday of every month
Second District Third Thursday of every month
Shreveport Quarterly— First Tuesday Feb., April, Sept., Nov. Shreveport
Vernon First' Thursday of every month

VAKUTAGE™: NEW DISPOSABLE SYSTEM FOR
UTERINE ASPIRATION/CURETTAGE

VAKUTAGE, marketed by Warner/Chilcott, is the

first completely disposable, pre-evacuated vacuum
system for uterine aspiration/curettage. VAKUTAGE
eliminates the need for expensive and cumbersome
electrical or mechanical vacuum sources. Each self-

contained unit, equipped with a flexible plastic

cannula/curette, is pre-charged with sufficient

vacuum to complete specific procedures —
VAKUTAGE 110 for endometrial biopsy, menstrual

induction and uterine curettage; VAKUTAGE 355 for

completion of a spontaneous incomplete abortion. Since

the entire unit is used once and discarded, there are no

aspiration or curettage instruments to sterilize before

procedures or clean up afterward. VAKUTAGE 110

contains a transparent tissue collection trap which

serves as a convenient lab specimen carrier. Unlike

conventional vacuum pumps, VAKUTAGE is

completely silent. The simplicity of VAKUTAGE may
make office aspiration/curettage feasible in many
cases and facilitate broader routine screening for

endometrial cancer. Available in kits containing the

appropriate size collection unit and cannula/curette for

a specific aspiration procedure. Warner/Chilcott is a

division of Warner-Lambert Company.

OCHSNER FOUNDATION APPOINTS
VICE PRESIDENT

Nationally noted specialist in hypertension. Dr.

Edward D. Frohlich, has accepted appointment as vice

president of the Alton Ochsner Medical Foundation, it

was announced by L. R. Jordan, president. Dr.

Frohlich joined the New Orleans medical complex July

1 .

In assuming the new post, the 44-year-old physician

will relinquish a lifetime endowed chair as the George

Lynn Cross Research Professor at the University of

Oklahoma,.

Dr. Frohlich will direct all postgraduate medical

education programs, allied health training activities

and scientific research efforts at the Ochsner Medical

Institutions. He will also continue his own laboratory

and clinical research on high blood pressure.

In addition to his foundation responsibilities, Dr.

Frohlich has been appointed a staff physician at the

Ochsner Clinic.

CANCER RESEARCH FILM AVAILABLE
Survival of cancer patients has nearly doubled in the

past four decades. Today, one out of every three persons

with cancer will be alive five years after treatment.

“Research to Prevent Cancer" is the title of a new
16mm, color film in which viewers will meet many of

the top research scientists and physicians, and share

with them their successes and failures in their search

for knowledge to prevent cancer and increase survival.

This 15-minute film is presented by the Department

of Health, Education and Welfare, National Institutes

of Health, Cancer Institute. It is available on free loan

to junior and senior high schools, and colleges from

Association Films, 866 Third Avenue, New York, New
York 10022.

Gregory Peck and Danny Thomas head up a large

cast of individuals deeply involved in the complex

nature of cancer research. Major medical centers

throughout the nation and the Cancer Institute serve as

the setting for interviews with doctors and scientists

who have been struggling with the fight against

cancer.
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PAINT REMOVAL METHOD NEEDED TO
HALT LEAD POISONING

An inexpensive method of removal of lead-based

paint in older homes is essential to control the problem

of lead poisoning among children, declares a new book

from the American Medical Association.

It is possible with present techniques to remove most

of the paint from older homes, but the process is tedious

and expensive, and does not always do a complete job,

says J. A. Bell of the AMA’s Department of Environ-

mental, Public and Occupational Health. Bell is author

of the new book, “The Physician’s Guide to Inorganic

Environmental Pollutants.”

New paint now in use either has no lead, or the lead

content is greatly reduced, and the main danger comes

from older homes when small children eat flakes of

paint from walls and sills, he says.

Lead also is found elsewhere in the environment and

in the air from auto exhausts, but the major source in

serious poisoning of children is old paint.

Lead in one of 25 metals, ranging from antimony to

zinc, that are included in the new book. The properties

and uses of each metal are explained and their effects

on health care summarized. Environmental standards

of maximum exposure to each metal are included.

The booklet is available from Order Department,

American Medical Association, 535 North Dearborn

Street, Chicago, Illinois 60610.

DOCTORS DIVIDED ON ISSUE OF
COMPULSORY SERVICE

Physicians are almost evenly divided on the question

of whether young doctors who receive government

loans or direct financial assistance to pay for their

medical education should subsequently be required to

serve for a period of time in medical shortage areas.

This was the finding of an American Medical

Association poll reported in the May 24 issue of the

Impact section of American Medical News, the AMA’s
weekly newspaper for physicians.

The poll found that 49.8 per cent of the doctors

surveyed are opposed to such mandatory service in

return for financial aid, while 45.4 per cent favor it.

The others were undecided.

Among the physicians who voted for obligatory

service in areas of medical need, older doctors (age 65

and over) are most strongly in favor (69.7 per cent).

MDs in the 35-49 age bracket are least in favor.

When asked if they would require all graduating

physicians — even those who had received no loans or

financial assistance — to serve in shortage areas, 87 per

cent of the doctors polled said no.

SOUTHERN MEDICAL ASSOCIATION
The section on ophthalmology of the Southern

Medical Association will hold its 1976 meeting in New
Orleans, Louisiana, November 7-10. Papers are now
being accepted for presentation at this meeting.

Please write Dr. Joel B. Pollard, Section Secretary,

921 Canal Street, Suite 812, New Orleans, Louisiana

70112, for application forms if you wish to present or

discuss a paper, or present a scientific exhibit.

ACCP ANNOUNCES ANNUAL
SCIENTIFIC ASSEMBLY

Clinical Implications and Projections in Cardiopul-

monary Medicine and Surgery will be the theme of the

42nd Annual Scientific Assembly of the American
College of Chest Physicians. The medical meeting will

be held at the Atlanta Hilton Hotel and Atlanta Civic

Center, Atlanta, Georgia, October 24-28, 1976.

Chairman of the 1976 Scientific Program Committee is

Sylvan L. Weinberg, MD, clinical professor of

medicine, Wright State University School of Medicine,

Dayton, Ohio. Dr. Weinberg is also co-editor of the

journal, Heart & Lung, the official publication of the

American Association of Critical-Care Nurses.

The Scientific Program Committee has planned

many innovative programs for the 1976 annual

meeting.

There is no registration fee for ACCP members,
program participants, medical students, interns and
residents. A fee of $75.00 will be required from non-

member physicians. For further information, please

write to: Alfred Soffer, MD, Executive Director,

American College of Chest Physicians, 911 Busse

Highway, Park Ridge, Illinois 60068.

POSTGRADUATE EDUCATION FOR
PEDIATRICIANS AND OBSTETRICIANS

The Maternal and Child Health Program of the

University of California School of Public Health at

Berkeley announces postgraduate programs for

pediatricians and obstetricians in the field of Maternal

and Child Health and Family Planning. Program

areas available at the present time include nine-month

programs in Maternal and Child Health, in the Health

of the School-Age Chldren and Youth, and Day Care

and the Preschool Child. Twenty one month programs

in Care of Handicapped Children and Comprehensive

Heath Care, and a thirty-three month program in

Perinatology are also available. These programs all

lead to the degree of Master of Public Health, and tax-

exempt Fellowship support is available.

Applications are now being accepted for the group

entering September, 1977. For information, write to

Helen M. Wallace, MD, School of Public Health,

University of California, Berkeley, California 94720.

COURSE IN LARYNGOLOGY AND
BRONCHOESOPHAGOLOGY NOVEMBER 1-6, 1976

The Department of Otolaryngology, Abraham
Lincoln School of Medicine, University of Illinois and

the Eye and Ear Infirmary of the University of Illinois

Hospital, will conduct a continuing education course in

Laryngology and Bronchoesophagology November 1

through 6, 1976. The course is limited to twenty

physicians and will be under the direction of Paul H.

Holinger, MD. It will be held largely at the Eye and

Ear Infirmary, 1855 West Taylor Street, Chicago, and

will include visits to a number of other Chicago

hospitals. Instruction will be provided by means of

animal demonstrations and practice in bronchoscopy

and esophagoscopy, diagnostic and surgical clinics, as

well as didactic lectures.
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Interested physicians will please write directly to the

Department of Otolaryngology, Eye and Ear
Infirmary, 1855 West Taylor Street, Chicago, Illinois

60612.

NEW CANCER VACCINE RESULTS ENCOURAGING
A team of medical scientists at Emory University

School of Medicine has reported “encouraging results”

in a pilot study of a cancer vaccine containing tumor
cells and live viruses.

Thirteen patients with malignant melanoma were

treated with the vaccine, called a viral oncolysate,

during a period of more than two years. All the patients

had disseminated (metastatic) cancer and all were

beyond hope of being treated successfully with

conventional drug or radiation procedures, according

to the investigators, Dr. William A. Cassel and Dr.

Douglas R. Murray.

In one case, the disease has regressed to apparently a

complete remission, which has held for more than a

year, Dr. Cassel said. This patient is a 25-year-old white

male who had previously been treated unsuccessfully

by surgery and chemotherapy with disease

recurrences over a period of four years.

After several months of treatment with viral

oncolysate, the cancerous areas on the man’s head and

neck disappeared, and no new lesions appeared

elsewhere, Dr. Cassel reported.

Although the other 12 patients in the pilot study

eventually succumbed to their disease, all of them
showed encouraging immune cellular responses

following the administration of the vaccine, Dr.

Cassel explained.

THIRD ANNUAL CONFERENCE ON CANCER
The American Cancer Society is preparing to have

its third annual Conference on Cancer in Lafayette,

Louisiana, on September 11, 1976. This year’s topic will

be Malignancies in Children.

Guest speakers for the conference will be Margaret
Sullivan of M. D. Anderson; Jaime Zusman of Ochsner

Foundation; Robert Beasley, Oncologist, Department
of Surgery, LSU School of Medicine, as well as others.

This program will be cosponsored by the Louisiana

State Medical Society.

DR. PERRET NAMED HEAD OF DEPARTMENT
OF DERMATOLOGY AT OCHSNER CLINIC

Dr. William J. Perret has been named head of the

department of dermatology at Ochsner Clinic, New
Orleans. The 45-year-old physician joined the Ochsner
staff in August 1975 after a 16 year career in private

practice. He is a graduate of Jesuit High School, New
Orleans, and earned undergraduate and medical

degrees at Tulane University. Dr. Perret is a clinical

associate professor at the Louisiana State University

School of Medicine.

DR. JAMES H. ALLEN RECEIVES AWARD
The prized Gold Medal of the Section of

Ophthalmology of the American Medical Association

was awarded at the recent meeting of the AMA in

Dallas to Dr. James H. Allen of New Orleans. The
award was made for “outstanding contributions to

research and to teaching in ophthalmology” through-

out his career.

At this same meeting, Dr. George Burch was elected

to a two-year term on the Committee on Scientific

Affairs of the A.M.A.

LEUKEMIA SOCIETY FUNDING
AVAILABLE FOR RESEARCHERS

Post-doctoral grants are being offered by the

Leukemia Society of America, Inc., a major source of

funding for medical-scientific research in the fields of

leukemia and allied diseases of the blood-forming

organs.

In announcing that applications for the awards are

now being accepted by the national voluntary health

agency, Dr. Rose Ruth Ellison, its Vice President for

Medical and Scientific Affairs, said that three types of

grants are available for qualified investigators. The
most prestigious is a $100,000 five-year scholarship

intended for medical scientists who have demonstrated

their ability as leukemia researchers. The others, two-

year special fellowships and fellowships for $31,000

and $25,000 respectively, are for those in the

intermediate stages of career development and for

promising beginners. All grants are made possible

through voluntary public contributions.

Alert to new directions in research, Dr. Ellison and

her 17-member committee of experts have amended
the Society’s policies this year to make it mandatory for

candidates to include descriptions of any potential

biohazards that may be part of their proposals. Details

of the safeguards planned where such hazards may be

encountered are required.

Letters of applications for the grants should be

addressed to Dr. Rose Ruth Ellison, Leukemia Society

of America, Inc., 211 East 43rd Street, New York, N. Y.

10017. Deadline for filing completed applications is

October 1, 1976.

Project proposals will be reviewed in January, with

grants to become effective in July, 1977.

MANY DOCTORS DROPPING
MALPRACTICE INSURANCE

The latest American Medical Association physician

poll indicates that one out of three doctors is consid-

ering “going bare” — practicing without any mal-

practice insurance.

And one out of eight respondents in the poll — 13

percent —
- said he or she was currently without

malpractice insurance.

Results of the poll, conducted by the AMA’s Center

for Health Services Research and Develoment, appear

in the June 28 issue of the Impact section of American
Medical News.

The doctors either have dropped or are considering

dropping insurance because of the escalating cost of

premiums — in some states now upwards of $30,000

annually for physicians in high risk specialties.

Half of the surgeons (49 per cent), 44 per cent of the

obstetrician-gynecologists, and surprisingly 41 per

cent of psychiatrists said they are considering
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dropping malpractice insurance. Pediatricians (13 per

cent) were the least inclined to favor the idea.

The malpractice crisis has hit some areas of the

nation with greater severity than others, the Impact

report said, and this is reflected in physicians’

acceptance of the non-insurance idea. Fifty-one per

cent of physicians in Pacific states, including

California where the professional liability problem has

been acute, say they are in favor of letting insurance

lapse, as compared with about 30 per cent of physicians

in other states.

One out of four physicians in the Pacific and

mountain states reported they had been sued for

malpractice in the last three years, as against the

national average of 17 per cent. Physicians in the 49-65

age bracket reported greatest frequency of suits.

NEW TECHNIQUE IMPROVES CURE RATE
OF COLON, RECTAL CANCERS

Cancer of the colon and rectum ranks second as a

cause of death from cancer in the Western world, and

there has been little change in the overall cure rate in

the past 20 years.

Lung cancer is first among men, breast cancer

among women. Colorectal cancer is second for both

sexes.

In the June 28 issue of the Journal of the American

Medical Association, two Long Island physicians

reported a marked increase in survival rate of

individuals with colorectal cancer through a

combination therapy of surgery and use of a potent

drug, fluorouracil. Fluorouracil has been used in

treating these cancers for some years. The New York

doctors tried a new approach to using the drug.

The new schedule calls for using the drug four to six

weeks after surgery, rather than immediately. The
drug was found to be more effective when
administration was delayed a few weeks, say Min C. Li,

MD, and Stuart T. Ross, MD, of Nassau Hospital,

Mineola, N.Y.

In those patients with colorectal cancer in an

intermediate stage, Stage 2, the five-year rate of

survival without recurrence of the disease was 58.5 per

cent when treated by surgery alone, but this figure rose

to 81.6 per cent with the use of the drug, say Drs. Li and
Ross.

For those in a more advanced stage, Stage 3, some
24.3 per cent survived five years without evidence of

disease with use of surgery alone, whereas in those

combining surgery and fluorouracil the number rose to

57.5 per cent, they report.

Colorectal cancers in the initial stage, Stage 1, are

highly curable by surgery alone.

“Fluorouracil chemoprophylaxis offers a significant

improvement of five-year cure rate,” they declare.

TWO EVENTS FOR EXPECTANT
MOTHERS AND FATHERS

As part of its’ continuing education program,

JoEllen Smith Memorial Hospital is offering two

events for expectant mothers and fathers.

Hospital Tours for JoEllen Smith Memorial
Hospital’s expectant parents are conducted monthly by

the Continuing Education Staff of the hospital. These

tours are for the purpose of introducing the parents-to

be to the hospital environment, and the labor, delivery

and nursery areas, and to explain the patient care

procedures.

The hospital tours are held on the last Wednesday of

every month at 7 p.m. Staff members will meet the

expectant parents in the hospital main lobby.

In addition, Prenatal Classes will be held on the 2nd,

3rd, and 4th Wednesday of each month from 7:30 - 8:30

p.m. in the Administration Conference Room on the

first floor of the hospital.

Husbands are invited.

To register call 361-7262; however, pre-registration

is not required.

Courses cover all prenatal care, anatomy and

physiology of the parents, course of labor, general

hygiene, obstetric anesthesia, breast feeding, new
baby care, formula preparation growth year one, and

others.

THE FOURTH ANNUAL HAIR TRANSPLANT
SYMPOSIUM AND WORKSHOP

The American Society for Dermatologic Surgery,

and the American Academy of Facial Plastic and

Reconstructive Surgery are cosponsoring this

conference which is designed to offer an opportunity

for the exchange of ideas among various disciplines and

to present the latest advances in techniques on hair

transplantation.

It will be held February 11 and 12, 1977, at the

Stough Dermatology and Cutaneous Surgery Clinic,

P.A., Doctors Park, Hot Springs, Arkansas, 71901.

Attendance will be limited.

For further information, contact D. B. Stough, III,

MD, Program Director.
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Instant Office Photography

• Over a period of years, many attempts have been made to

incorporate instant photography in pre- and postoperative

evaluations. Recently, we have worked with several

photographers attempting to establish a system which would

meet the photographic requirements of cosmetic surgery. A
system has evolved which is readily available and not

prohibitive in cost.

GEORGE D. LYONS, MD
RAY J. LOUSTEAU, MD

DANIEL F. MOUNEY, MD
RALPH E. DUSSE

New Orleans

THE NEED for instant photography has

become more necessary in recent

years with the increased demand for cos-

metic surgery. Several reasons have
prompted us to pursue this:

1.

The ability to obtain immediate
photographic records of cases in which

compensation or litigation may be involved.

2.

The ability to include the photographs

with the patients’ original records.

3.

A more reliable method for obtaining

the elusive postoperative photograph.

4.

A method of obtaining photographs of

intercurrent injuries.

We felt that certain basic requirements

should be met by the camera system which

would be capable of accomplishing the

above:

1.

Consistent and repeatable results.

2.

Simplicity for operation by office

personnel.

Reprint requests to George D. Lyons, MD, Otorhino-

laryngology & Biocommunications Dept., Louisiana

State University School of Medicine, 1542 Tulane

Avenue, New Orleans, Louisiana 70112.
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3. Permanent results.

4. Price acceptability to the patient.

5. Commercial availability without
customizing.

6. One-half life size images with small

film size for ease of filing.

The purpose of this paper, therefore, is to

present a system which we feel is acceptable

and meets the above criteria to fulfill the

needs for office photography.

In developing this system with the

commercial photographers, 5x7, one-half

life size photograph as taken with a

standard view camera with 180 mm lens,

was chosen as a standard. Having tried

several cameras of different format size, it

became evident that the optimal system

would consist of a 5 x 7 camera with

Polaroid back and a 260 mm lens. This focal

length lens is not produced in large

quantities and would, therefore, have been

costly. Subsequently, through our local

Polaroid representative, a system was
developed utilizing a Polaroid CU-5 copy

camera and 4x5 Polaroid land film. This is
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Fig 1. Polaroid CU-5 copy camera.

Fig 3. Rhinoplasty series, lateral view.

Fig 5. Blepharoplasty series, downward gaze.

Fig 2. Rhinoplasty series, frontal view.

Fig 4. Rhinoplasty series, basal view.

an industrial fixed focus 4x5 view camera
with interchangeable lens, built-in ring

flash and close-up lens facilities. (See Fig 1)

The results are demonstrated in Fig 2

through 5.
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Cenla Motorcycle Traffic Experience - 1975

• Dr. Dyer presents a grave problem. He stresses that the

only answer is education of both the motorist and cyclist,

which is best done where teaching is the chief endeavor.

I
N an attempt to improve traffic safety,

a yearlong survey of motorcycle in-

cidents in the central Louisiana area was
compiled. These vehicles have been on the

American roads since 1902 and have been

seen on Louisiana roads since around 1909.

Little has been done to document the cause

and effect of the accidents, and the public at

large has a distressing opinion of cyclists

and their motorcycles.

Obviously they are not going to disappear

from the roads and probably will increase in

number due to the current fuel shortage. In

1974, there were 55,565 licensed
motorcycles in Louisiana. Licensure of the

vehicles means that they were fitted with

the necessary equipment, (ie, lights, horn

and brakes) to travel on public thorough-

fares. Motorcycle endorsement of the basic

driver’s license is necessary to operate on

public roads. Unfortunately, there were

over 55,000 cycles and only 44,330 drivers

with motorcycle endorsements in 1974. The
annual growth rate of licensure of

motorcycles approximates 5 percent as

reported by the Motor Vehicle Division,

Department of Public Safety. The number
of unlicensed off-road vehicles in use is

unknown.

No attempt has been made to incorporate

off-road vehicle accidents in this report

unless public roads were involved. Several

recent articles involving so-called trail bike

accidents revealed surprisingly severe

operator injuries.

Methods
Copies of the uniform motor-vehicle

traffic accident reports were furnished by

the State Police (Troop E, comprising eight

central Louisiana parishes), the Alexandria

Dr. Dyer’s address is 1546 Jackson Street, Alex-

andria, Louisiana.
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WESLEY R. DYER, MD
Alexandria

City Police and the Pineville City Police.

These two cities comprise the only urban
concentration in the Troop E area.

Following a preliminary survey of the

report, a questionnaire was sent to the

motorcycle operator or to the next of kin.

The questionnaire involved 15 items

relating to training, experience, attire,

licensure, injuries, efficiency of safety

appliances and circumstances of the

accident.

Analysis of Traffic Reports

There were 56 reported accidents in

whch motorcycles were involved. Thirteen

were classified as single vehicular and 43

as multi-vehicular. Of these, two are dis-

counted as they consisted of automobiles
striking parked motorcycles.

I. Deaths:
There were four deaths attributable to

traffic motorcycle operation. One was of a

pedestrian struck in a parking lot; the other

three were of operators. Of these three, a 21-

year-old was killed in a head-on collision

while northbound in southbound lanes at 4

am. Another was of a 12-year-old girl who
lost control in a curve and met a car in the

opposite lane. The last was of a 46-year-old

man who lost control in a curve and
sustained head injuries. He had not worn a

helmet.

II. Severe Injuries'

There were eight injuries classified as

severe by the police. All occurred in multi-

vehicular accidents with the exception of

one involving a four-year-old pedestrian

struck in the street.

III. Singular Vehicular Accidents:

Accidents of this type must necessarily be

considered caused by driving error, road

conditions or mechanical failure. Thirteen

fit this category. Six failed to negotiate

255



MOTORCYCLE TRAFFIC EXPERIENCE - DYER

curves,* two hit holes in the roadway, one

fell braking on a wet surface, one hit a child

and one blew a tire. *(Blood alcohol on one

was 80 mgm.%)

IV. Multi- Vehicular Accidents

:

There were 41 multi-vehicular accidents,

and 3 have been tabulated graphically by

time of day, day of week and month of year

(Tables 1, 2, 3). Also tabulated are the ages

of the operators of the motorcycles and the

automobiles (Table 4).

V Cause of Accident

:

For the sake of simplicity, these were

broken into two types: DRIVING ERRORS
and SEE AND A VOID ERRORS. Driving

errors comprised 12 and See and Avoid

totaled 29. Auto operators were primarily

involved as causative in the See and Avoid

type in that they proceeded to turn in front

of, pull out in front of, or change lanes into

an unseen motorcycle. Cyclists were
primarily causative in the driving type and
were basically those involving a lack of

appreciation for the increased stopping

distance of the motorcycle.

TABLE #

1

Questionnaire Summary
Of the questionnaires provided, 26

persons returned them completed. (50%)

Question 1 - V Motorcycle Education
Experience:

Sixty-six percent had more than one year

of riding experience.

Seventy-five percent were self taught.

Fifty percent had automotive driver

education.

Eighty percent rode more than five days a

week. (All single vehicle accidents were by
so-called weekend riders)

Question 7

:

Sixty percent had on bright clothing for

rider identification.

Question 6:

Sixty-six percent had lights on at the time

of the accidents.

Question 8:

Eight-five percent had helmets on. One-

third of the helmets were damaged.

TABLE #2

TABLE #

2

20 -

25 -

20 -

15-

10 -

5-

0 -

TABLE #4

Dawn Noon Dusk Mid
Noon Dusk Mid Dawn

M/C
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Question 9-

Eighty percent of the cyclists thought

they were not seen by the motorists.

Question 12:

Ninety percent had motorcycle
endorsement of driver’s license.

Question IV
Sixty-five percent received abrasions and

contusions.

Thirty-five percent received fractures.

Summary

In reviewing the above information, it is

grossly apparent that cyclists are not seen

by the motoring public. The usual accepted

methods of using lights and wearing bright

clothing, along with use of a good helmet,

have not been as effective as hoped.

Optometries dictates that vision outside the

foveal area rapidly declines to 20/200 in

short order. Therefore, if the motorist

doesn’t look directly at the motorcycle, it

will not be seen. It took years for the

subcompact and mini automobiles to be

looked for, and it will require time for

motorcycles in their turn.

Also apparent is the lack of ability of the

average motorcyclist. Loss of control and

following too close are used as evidence.

Helmets are damaged at a rate exceeding

the acceptable.

Attempts to correlate motorcycle size to

frequency and severity of accidents are

inconclusive, although three of four

fatalities occurred on 175 cc size. (Size

range available from 100 - 1600 cc)

Conclusions
This survey will be continued and

expanded for a more representative sample.

The only answer to the problem is education

of both the motorist and the cyclist, which is

best done where teaching is the chief

endeavor. Driving techniques can easily be

taught, but when learned in the school of

experience can often be costly. Driver

education must be first; then, and only then,

can specialty vehicles be used safely on the

streets.
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Angiolymphoid Hyperplasia with Eosinophilia:

A Case Report

• The authors report on angiolymphoid hyperplasia in the

skin which is a rare entity. A case report is included.

W. H. KISNER, MD
Baton Rouge

ROY B. PATTON, MD
Salem, Oregon

Angiolymphoid hyperplasia with

. eosinophilia in the skin is a rare

entity characterized by atypical vascular

proliferation with accompanying inflam-

mation. 1 It presents as a subcutaneous

nodule, usually on the head and neck of

adults, and is frequently misdiagnosed

by the pathologist as a nonspecific inflam-

matory reaction. The surgeon may en-

counter this condition as a preoperatively

diagnosed inclusion cyst.

Case Report

A 33-year-old white male prisoner presented with a

pruritic, nonmobile, nondraining raised subcutaneous

nodule on the right side of his nose which had been

slowly enlarging for the past ten months. There was no

history of trauma. The lesion, which was situated over

the proximal portion of the right mid alar region,

measured 2 cm by 1 cm, had a slight pinkish color, and
was fixed to the overlying skin. The lesion was
somewhat tender. Preoperatively, the lesion was
thought to be an inflamed inclusion cyst. There were no

other similar lesions. His eosinophil count was 5

percent.

At the time of the surgery, the mass grossly consisted

of what appeared to be old dense granulation tissue

extending down to, but not through, the underlying

alar cartilage. There were no clearly definable mar-

gins to the lesion, and bleeding was not increased. The

lesion grossly resembled an atypical pyogenic granu-

loma. The wound healed satisfactorily. The patient has

been followed for six months without recurrence.

Pathology

Microscopically, this lesion is a

multilobular, well defined, discrete mass in

the lower dermis. In sections that include

Dr. Kisner is a clinical assistant professor in plastic

surgery, Tulane University School of Medicine, New
Orleans.

Dr. Patton is chief of pathology, Salem Hospital,

Salem, Oregon.

epidermis, scattered lymphoid nodules,

some of which contain reaction centers, are

seen in the reticular dermis. In one section,

hyaline cartilage is seen lying close to, but

uninvolved by the main lesion. The process

is characterized by multiple nodules of

dense masses of lymphoid cells within

reaction centers (Fig 1). The cells are

mainly large lymphocytes mixed with

plasma cells. Separating the dense masses
of lymphocytes are strands of connective

tissue composed of plump fibroblasts and
loose aggregates of eosinophils. Blood

vessels having a broad range of size and
structural characteristics comprise a

prominent part of the tissue of this lesion

(Fig 2). Some of the blood vessels are

relatively large with rather thick walls

having a prominent medial muscular
component. Most of the vessels are smaller

and have ill defined adventitial limits, but

have slit-like lumina lined by plump
endothelial cells without evidence of

Fig 1. Nodules of dense lymphoid cells are separated

by broad bands of connective tissue within which there

are large numbers of plasma cells, eosinophils and
proliferating vessels. H and E. 25x

September, 1976 — Vol. 128, No. 9 259



HYPERPLASIA —

Fig 2. A cluster of small blood vessels with intimately

associated eosinophils and plasma cells is seen to the

right of center. H and E. 64x.

malignant proliferation. Some of the

nodules are composed almost entirely of

these proliferating small vessels giving the

tissue a pattern suggesting granulation

tissue. Neither necrosis nor significant

degeneration of any tissue within the nodule

is noted.

The striking features of this lesion are its

nodularity and large numbers of

eosinophils. Blood vessel proliferation also is

prominent, but is not as striking, as has been

described in some of the published reports of

this lesion. The microscopy of this lesion

appears to reflect a process that is

essentially proliferative and inflammatory,

but not neoplastic.

Discussion

Table 1 covers a group of disease states

having in common abnormal vascular

proliferation secondary to atypical
endothelial cell growth. Eosinophilia and
other inflammatory infiltrates are also

frequently present; however, their absence

does not preclude the diagnosis.
Winkelmann contends that this mixture of

KISNER, ET AL

proliferating vascular tissue and histiocytic

and inflammatory cells represents the heal-

ing process of the skin, presenting grossly as

granulation tissue. 2 The diagnostic labels

listed in the table would, therefore,

represent different stages of the same
pathologic process. He feels that the many
benign tumors of cutaneous angioplasia

with inflammation represents the response

of the basic vascular cell to inflammatory or

proliferative stimulation. Cytologic and
histochemical studies, as well as

electronmicroscopy
,
have helped to

differentiate between benign and
malignant tumors by showing the
histiocytic features of cell proliferation. The
treatment for this benign process is

complete surgical excision.

Table 1.

Lesions demonstrating atypical vascular proliferation

with inflammation.

Atypical pyogenic granuloma.

Subcutaneous angiolymphoid hyper-

plasia with eosinophilia.

Pseudo or atypical pyogenic granuloma.

Papular angioplasia.

Dermal angiolymphoid hyperplasia with

eosinophilia.

Angiolymphoid hyperplasia with eosino-

philia.

Subcutaneous angioblastic lymphoid
hyperplasia with eosinophilia.
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Mediastinal Tumors

I. Cervicomediastinal Thyroid Enlargement

The mediastinum contains a number of

interesting tumors or tumor-like conditions.

The classic one in the superior portion of the

mediastinum originates in the thyroid

gland and forms a mass which bulges

progressively downward from its origin in

the neck. These enlargements, commonly
called “goiters,” may be simple nodular

hyperplasias, benign adenomas, or

malignant carcinomas of the thyroid gland.

Most goiters remain in the neck, but 1 to 3

percent protrude into the upper
mediastinum. 1 Fraser and Pare 1 stated:

Intrathoracic goiters are usually nontoxic nodules,

though thyrotoxicosis is present in some cases.

Carcinoma is uncommon.

In the upper mediastinum these masses

may present the radiologist with potential

problems of differential diagnosis from
other mediastinal tumors.

As long ago as 1939, Lahey2 described the

mechanism of their descent:

When an adenoma occurs in the thyroid,

particularly in the isthmus or lower pole of the gland,

all the factors are present for propelling that tumor
into the superior mediastinum. The adenoma rests

above an unobstructed superior thoracic strait

bounded on the front by the clavicles and the sternum

and on the sides and back by the vertebrae and the first

rib. Any discrete tumor arising in the lower pole of the

thyroid gland . . is subjected to pressure in the

downward direction with every act of swallowing.

In the mediastinum, goiters are more
common on the right side because of the

relatively fixed aortic arch on the left.

Leigh and Weens3 reported:

Practically all benign thyroid masses in the

mediastinum maintain some connection with the gland
in the neck.

From the Departments of Radiology* and Surgeryf
Ochsner Medical Institutions, New Orleans.

Reprint requests to Dr. Ochsner, 1514 Jefferson

Highway, New Orleans, Louisiana 70121.

SEYMOUR FISKE OCHSNER, MD*
JOHN B. BLALOCK, MDf

New Orleans

Calcification, since it has been reported in

25 to 35 percent of both benign and
malignant tumors of thyroid 3

,
cannot be

used as an indication of benignity.

Roentgenographically, a cervico-
mediastinal thyroid mass is visualized as a

soft tissue mass which widens the inferior

mediastinum in the frontal view and
extends upward until its upper margin
blends into the soft tissue shadows of the

neck (Fig 1). In the lateral view, the inferior

border of the mass bulges down into the

superior mediastinum, usually into the

middle or anterior portions (Fig 2). The
margins are usually discrete, the opacity

rather homogeneous except for possible

areas of calcification, and there is frequent

displacement of the trachea in the form of

lateral or anterior bowing of the column of

air that fills the trachea.

Fig 1. Posteroanterior roentgenogram of chest. Soft

tissue shadow of large cervicomediastinal thyroid mass

is seen in superior mediastinum. Areaof calcification is

seen in left side of mass. Trachea is displaced toward

right side.
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Fig 2. Lateral roentgenogram of chest. Large

thyroid mass extends downward from neck into the

middle and anterior mediastinum.

Unless there are significant medical

contraindications, surgical removal is

recommended for those increasing in size or

producing any symptoms. The thyroid

gland depicted in these illustrations was
removed. It weighed 147 grams and was a

nodular colloid goiter.
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See Eureka for Home Loans

2525 Canal Street Phone 822-0650
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Electrocardiogram

of the Month

Atrial Flutter - in a Group

Editor

NORTON W. VOORHIES, MD
New Orleans

STEPHEN P. GLASSER, MD
Tampa

The EKG below (Fig 1) was recorded from a 60-year-old white woman with palpitations.
Prior EKGs were normal. She was taking no medications, and serum electrolytes were
normal.
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Fig 1.

What is your diagnosis?

Elucidation is on page 268.

From the Cardiology Section, Department of Medicine, University of South Florida, College of Medicine,
Tampa 33612.
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Is The Only Full Service

Pharmaceutical Manufacturer & Distributor

In The State Of Louisiana

Including Complete Manufacturing Facilities

National Sales Force

Fully Staffed Research Facilities

RUCKER PHARMACAL CO., INC.
6540 Line Avenue Shreveport, Louisiana 71106

Did You Know That

RUCKER PHARMACAL CO., INC.
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Government Without Representation

Just about every aspect of our lives, and,

increasingly, the physician’s professional

life, are being invaded and pervaded by a

government within the federal government.

In many respects, this inner government
enjoys so much autonomy that it stands

outside, as well as within, the government as

conceived by the Founding Fathers though

officially it is part of the Executive Branch.

We refer to the regulatory agencies,

which have been multiplying at the rate of

more than one a year over the past decade.

Their power over the people is in inverse

relationship to their public accountability.

Unlike members of Congress and the

President, their leaders are not elected at

the polls. Unlike the federal judiciary, they

offer no uniform route of appeal from their

decrees.

Although the agency heads are appointed

by the President and confirmed by
Congress, the actual regulations are likely

to be prepared by anonymous civil servants.

In addition to being executive arms, the

agencies are also powerful legislators and
even judges.

Last year the regulatory logbook, the

Federal Register, carried 60,221 pages of

single-spaced fine print, a “gain” of some
14,000 pages over 1974. Those hillocks of

paper are virtually as much law as any act of

Congress.

The regulations fought by the American
Medical Association-the original two sets

on Utilization Review, for example, and the

Maximum Allowable (Drug) Cost Rules, did

not just implement law, but created it.

Why have the agencies gained such a vast

amount of lawmaking power?

One reason is that Congress, in its crush of

work, enacts loose pliant legislation that the

regulators can mold like putty. Another
reason is the Administration Procedure

Act, whose ground rules for the agencies are

amenable to being either over-utilized or

evaded-whichever suits the fancy and
ambition of the regulator.

Over-regulation has been getting plenty

of apprehensive attention lately--from the

media, the business world, the White House,

and also in the Congress that enabled the

power to grow as it has. The American
Enterprise Institute for Public Policy

Research has just anounced the

establishment of a research center, with a

blue-ribbon advisory council, to study

government regulation.

But the first general need is to get the

Administrative Procedure Act amended, so

that the regulators will have to pay more
respect to orderly and orthodox government
processes and to the regulated.

Bills to strengthen the process of citizen

input into new regulations are receiving

attention in both houses of Congress. AMA
bills are among those receiving
consideration. In the House of

Representatives, a bill (HR 12048)
sponsored by Representative Walter
Flowers of Alabama, is ready for floor

action.

Physicians are acutely aware of the

impact of unrealistic regulations on the

quality of medical care under federal

programs. The Flowers bill and others

represent a real hope for improving the

regulation-writing process.
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Doyou feel qualified to

diagnose your

insurance policy?

,A.t Group Consultants we’ve offered

you a comprehensive insurance

program sponsored by the LSMS since

1972. But we know that terms can

sometimes be confusing in making any

decision about insurance, so here are

some of the most commonly misused

terms and what they really mean.

Non-cancellable: A contract in which

the insurer can not change provisions

of the contract while it is in force.

Unfortunately this usually means the

rate will not be adjusted downward

either.

Guaranteed renewable: A contract in

which the insurer can not change

provisions of the contract except the

premium rate for a specific class of

people. For example Group

Consultants has just reduced

premiums on LSMS disability plans

for all members under 40.

LSMS disability renewal guarantee:

That provision of your LSMS
sponsored plan which guarantees that

your plan cannot be terminated except

by the LSMS, and only when another

LSMS sponsored plan replaces it.

Conversion of your old plan is

guaranteed, thereby affording

you the opportunity to acquire an

additional policy.

Personal Benefit Summary: A
detailed annual recap of personal

insurance benefits and options, made

available only to participants in the

LSMS sponsored programs.

Rehabilitation rider: That portion of

your LSMS disability program which

provides for continuation of benefits

and supplementary payments while

you, the insured, are attempting to

retrain for your own or another

profession.

These are some of the terms as they

apply to your LSMS sponsored

disability policy. However, questions

about other provisions of your policy

may arise and we're always ready to

answer any questions you may have.

So the next time someone gives you

his diagnosis of your insurance

coverage - make sure he's diagnosing

in his specialty - call us.

GROUP CONSULTANTS, INC.
BYNUM,GRACE & KIRBY INC.

555 Building, St. Tammany St.

P.O. Drawer 66635 Baton Rouge, La. 70806

(504) 926-6303
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Socioeconomic

By LEON M. LANGLEY, JR.

Some Two-Thirds of U. S. Hospitals now pass along increased malpractice liability rates to their

patients, according to a survey by Malpractice Lifeline. More than 60% of the hospitals said

they had already raised rates to pay for the increased premiums; another 4% plan to do so

soon. Average per diem increase for all hospitals was $4.56.

Medicare and Medicaid Became 10 Years Old on July 1. Harry Schwartz, a member of the

editorial board of the New York Times, noted the anniversary and commented that the

"politicians are strangely bashful about pointing with pride or otherwise claiming credit.”

Writing in the June 29 Times
,
Schwartz said: "In retrospect, one of the most important

consequences of Medicare and Medicaid has been to delay for many years adoption of

comprehensive national health insurance in this country. By aiding the aged and the poor, the

programs reduced the political pressure for an all-inclusive system. Simultaneously the huge

problems Medicare and Medicaid created—especially in the area of costs—helped cool the

ardor of many who might otherwise have been demanding a first priority for national health

insurance.” He points out that health expenditures in fiscal 1965 were under $40 billion ($5

billion of it federal) but are expected to be $130 billion ($42.5 billion of it federal) in fiscal

1976. "The enormous price inflation for all types of medical services—more than 80% this

decade— is properly credited in large part to the explosion of effective demand which Medi-

care and Medicaid made possible,” he writes. Perhaps the great costs of this learning process

are compensated for by the greater sophistication and skepticism with which all interests

concerned approach today’s proposals for more intimate relations between government and

medicine.”

Malpractice Suits Against Lawyers are increasing nationwide and liability insurance rates have

gone up 100% to 300% in each of the past two years. The American Bar Association has

established a task force to study the problem. Gerald Myers, an insurance agent who is also a

member of the Chicago Bar Association, gave the Chicago Sun-Times these reasons for the

increase in lawyers’ malpractice cases: "People are lawsuit happy. If a person falls off a chair,

he looks to see who manufactured it so he can sue the company. In the present social climate

there is much more willingness on the part of a lawyer to take a case against another lawyer.

Life is getting more complicated.”

Physicians’ Fees Rose 0.8% in June, a greater rate of increase than that recorded in May (0.6%)

and April (0.7%), according to the government’s Consumer Price Index. The all items index

increased 0.5% during June, a decline from the 0.6% increase in May. During the first six

months of 1976, physicians’ fees went up 5.6%. Hospital service charges rose 5.9% in the

same period. The six-month increase in the all items index was 2.3%.

Life Expectancy in the U. S. reached 72.4 years in 1975, the highest ever recorded. The National

Center for Health Statistics said a baby boy has a life expectancy of 68.5 years and a baby girl

has 76.4. Life expectancy in 1974 was 71.9 years.

About 60% of New Medical Graduates chose primary care specialties in this year’s matching

program, the AMA Council on Medical Education reported to the House of Delegates at the

1976 Annual Convention. In 1973 the House established the policy that at least 50% of the

graduates should enter residency training in primary care specialties. The AMA has also

encouraged the development of family medicine residency programs, the council reported,

and 270 programs have been established since 1970. As of July 1, 1975, 3,720 residents were

in family medicine. The House called for a report at the 1977 Annual Convention on the

number of residency graduates who indicate they will practice mainly in the "delivery of

broad primary health care” in the specialties of family practice, internal medicine, pediatrics,

and obstetrics and gynecology.
«=3C=0
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ELECTROCARDIOGRAM OF THE MONTH

Electro-

cardiogram

of the Month
ELUCIDATION

Discussion

The EKG shown in Fig 1 demonstrates

atrial flutter with a flutter rate of 300 and

variable ventricular response. However,

when one examines the tracing more closely

it is realized that there is a “group beating.”

Whenever group beating is seen,

Wenckebach block should be considered.

Further evaluation reveals that the flutter

wave-QRS relationship is not constant. Fig

2 presents a ladder diagram of the events.

The flutter wave that conducts to the QRS
begins its sequence with an A-V interval of

0.19 seconds. The next conducted flutter

wave conducts in 0.24 seconds and the third

flutter wave in the sequence is blocked (B).

Of course, interspersed are flutter waves
that are physiologically blocked because of

normal AV node refractoriness.

Vl



Organization Section

The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession sbotdd be a wise one.

FATE OF LOUISIANA RESOLUTIONS TO THE
A.M.A. ANNUAL MEETING OF 1976

A.M.A. Resolution # 68

The Uniformed Services University of

the Health Sciences

This resolution was withdrawn after consultation

with the Surgeon General of the Navy and the

Pennsylvania Delegation, who had offered a similar

resolution, in order to have Report GG of the Board of

Trustees filed rather than adopted. These
arrangements were made with Dr. Rowland of

Pennsylvania who agreed and did exactly as requested.

Report GG of the Board of Trustees was derogatory to

the further funding of the U.S.U.H.S. and we thereby

prevented opening discussions that might have made
press headlines giving benefit to Senators Proxmire

and Ford who have been trying to throw rocks.

A.M.A. Resolution # 69

Expansion of Diploma Nursing Education Programs

The report of Reference Committee C reworded our

Resolution as follows:

Resolved, That the American Medical Association

encourage nursing schools, the American Nurses

Association, the National League for Nursing, and the

Joint Commission on the Accreditation of Hospitals to

seek a revision of the curricula of all schools of nursing:

and be it further

Resolved, That nursing positions of responsibility in

hospitals be filled on the basis of ability and

performance regardless of academic degree.

This was adopted in lieu of Resolution #69 which

expresses the intent in possibly a better way.

A.M.A. Resolution # 66

Formerly : Principles and Ethics Changed to

read: Principles of Freedom From
Interference in Medical Practice

Resolution 66 sets our six principles of practice

freedom which each physician should be able to

exercise in the pursuit of his professional activities.

A representative of the Judicial Council indicated

during the Reference Committee hearings that the

subject of this resolution would more appropriately be

stated as “Principles of Freedom From Interference in

Medical Practice.”

A second amendment was recommended, beginning

on line 7, by substituting the words “of freedom from

interference in medical practice: for the phrase “and

ethical considerations”.

The authors of this resolution supported these

changes and they were accepted by your Reference

Committee.

A careful examination of this Resolution raised

several concerns relating to the first Resolve and its

potential impact upon future policy positions of the

Association. It was considered that the resolve was so

broad as to be subject to misinterpretation.

Your Reference Committee believes that the intent

and purpose of the second Resolve and its six principles

of medical practice freedoms are laudatory and
deserving of the support of this House of Delegates

Adopted as amended - Resolution #1 deleted.

A.M.A. Resolution # 67

Experimental Health Care Delivery Systems

Reference Committee C reported:

Resolution #67 asks that the American Medical

Association request that HEW publish the results and
other information on health care delivery experiments

funded by the agency. It was suggested that, for

clarification, the words “cost and” be added at the

beginning of line 11, and this change was accepted by

the sponsors of the resolution.

The House of Delegates further amended this by
adding, “That State and Component Societies

recommend specific experimental programs to

A.M.A., G.A.O., or other appropriate federal agencies.

This Resolution #67 was adopted as amended.

A.M.A. Resolution # 71

Drug Package Inserts and Opposition to S2697
This was considered together with Resolution #32

(Drug Package Inserts, California) and Resolution #93
(Drug Package Inserts, Texas).

These similar resolutions are directed to S.2697 - the

Federal Drug and Devices Act. The AMA is called

upon to: Oppose this legislation as a whole and

particularly the provision for a fine for prescribing a

drug for a use other than one indicated on the package

insert, and assert that the drug package insert not be

made a legal document for punishment of physicians

(Res. 32, 71, 93); oppose any legislation which would

rigidly limit a physician’s ability to utilize his

judgment in the treatment of his patients (Res. 71).

Your Committee was advised that the Council on

Legislation has reviewed this bill and that the Board of

Trustees has approved the Council’s recommendation

that the bill be opposed. It was also informed that the
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Boehm porcelain sculptures, in a wide assort-
ment of subjects taken from nature, provide
handsome investment opportunities.

A. The BRIDLED TITMOUSE, distinctively marked by
nature, poised on a branch with bracket fungi. 1976.
Height: 10V2 ”; Width: 5". S 375.

B. YOUNG BONAPARTE'S GULLS depicts a charming
duet of bright and very vocal shore residents. 1976.
Height: 6"; Width: 6”; Depth: 5V2 ". S 225.

C. From Boehm's "Young Wildlife of the World” series,
the young OCELOT, a green-eyed darling, is seen in rapt
fascination with his hind paws and tail. 1976. Height:
6"; Width: 8V2"; Depth: 71/2". S 400.

Boekm Porcelains to clioose

from tke

Manlieim
Collection

I

Write for tke 1976 Boekm krockure.

Mankeun Galleries
Established 1Q1Q

409 Royal St., New Orleans, 504-568-1901
2520 Fairmount Aye., Dallas, 214-742-2364

|

The largest and most comprehensive collection of antique

8
English, Continental and Oriental Furnishings, Porcelains.

1 a ’ntings, Silver and Jade in Dallas and New Orleans.
Also Agents for Boehm Birds.

Senate Subcommittee on Health, of the Committee on

Labor and Public Welfare, has been advised of this

opposition by a communication from the Executive

Vice President, and further, that an additional

statement voicing strong opposition will be forwarded
shortly to the Subcommittee. Accordingly, the

Committee is of the opinion that the intent of the

Resolutions is currently being carried out.

Resolution was adopted and then referred to the

Board of Trustees for action in opposing S.2697.

A.M.A. Resolution # 70

Utilization Review Regulations

This was considered together with Resolution #52

(Suit Against Federal Government Regarding
Utilization Review Regulations, California) and
Resolution #85 (Utilization Review Regulations,

Georgia).

Resolutions 52, 70 and 85 raising objections to the

proposed Utilization Review Regulations published in

the March 30, 1976 Federal Register and asking for

resumption of litigation, withdrawal of the proposed

system of utilization review, or limitation of the

application of the regulations were considered

together.

Your Reference Committee was informed that more
than four hundred written comments have been

received by the Secretary of HEW on the proposed

regulations; the Reference Committee is aware of the

written objections of the Association that have been

submitted to HEW. As a consequence, HEW does not

believe that the comments can be analyzed and taken

into consideration in the promulgation of final,

effective regulations until possibly November 1976. In

view of the fact that there are no Utilization Review

Regulations at this time, only proposals for discussion

and comment, we feel that additional action by the

Association now would be premature and
inappropriate. Your Reference Committee believes

that the following Substitute Resolution would be

appropriate:

Resolved , That the Board of Trustees be commended
for its previous actions and its continuing attention to

the matter of federally mandated Utilization

Review, and be instructed to take appropriate action

including further legal action if necessary to protect

the quality of medical care and to insure against

federal intervention into the physician-patient

relationship when the final Utilization Review

Regulations are published.

The Substitute Resolution was adopted as amended.

A.M.A. Resolution # 72

AMA Membership Opinion Poll Regarding

National Health Insurance

This was considered together with Resolution #16

(AMA Membership Opinion Poll on National Health

Insurance, Georgia), Resolution #50 (Use of AMA
Publications For Membership Opinion Polls, Frank
Rogers, California), Resolution #51 (Membership
Polls, Frank Rogers, California) and Resolution #56
(Membership Poll on Socialized Medicine, Frank
Rogers, California).

J. Louisiana State M. Soc.
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Resolutions 16, 50, 51, 56 and 72 call for polls ofAMA
members on important issues in American medicine,

particularly National Health Insurance. Resolution 50

would require that the policy of the AMA Board of

Trustees permit publishing questionnaires submitted

by state or county medical associations in AMA
periodicals to survey AMA members on health care

issues. Resolution 56 asks that the survey results be

published in the American Medical News and

resolutions 16 and 72 ask that the survey results

determine AMA policy regarding National Health

Insurance legislation.

Lengthy testimony was presented which
demonstrated the importance of membership opinion

polls and the costs of such polls to gather useful

information for the House of Delegates and the Board
of Trustees and to serve as a mechanism for

communication between AMA members and the
officials of this Association. The testimony offered also

reflected the need to involve experts in the design of

polls and in the interpretation of the results.

Your Reference Committee appreciated the
testimony presented by delegates from Louisiana,

Georgia and California and commends the authors of

these resolutions for bringing the important issue of

membership opinion polls before this House of

Delegates. Your Reference Committee, recognizing

that the Special Committee of the House of Delegates

on Membership Opinion Polls did not operate this year

because of fiscal constraints, urges the Committee’s

reactivation and offers the following substitute

resolution:

Resolved , that the Special Committee of the House of

Delegates on Membership polls be reactivated

immediately to review requests and recommend for

concurrence of the Board of Trustees appropriate

techniques and avenues for polling and membership,
inclusive of all matters concerning patient care

including National Health Insurance, and be it

further

Resolved, That a progress report from the Special

Committee of the House of Delegates on Membership
Opinion Polls be submitted to the AMA House of

Delegates at the 1976 Clinical Convention.

The Substitute Resolution was adopted as amended.

f

WANTED

Louisiana — Emergency Department

Physicians — $53,000.00 guarantee.

Quality nucleus needed for expansion

of established group. Superb facilities

and medical community. Graceful old

south atmosphere. Excellent hunting,

fishing, water sports, climate.

Fringes

:

Malpractice, Major-Medical, Hospi-

talization, Life, Disability.

Call or Send C.V.:

GCEP
3325 Plainview, Suite 7

Pasadena, Texas 77504

713-944-6300

\
UNIQUE TAX SHELTER

Especially structured to offer maximum tax

savings. A hi-leveraged (four to one) motion

picture tax shelter, that will not be affected

by any of today's contemplated changes in the

new tax laws. (Not a limited partnership).

Will stand professional scrutiny.

You or your tax advisor call toll free:

1-800/528-6050 Ext. 650

or write for complete details
:

SHELTERED MANAGEMENT CORP.

505 Northern Blvd.

Great Neck, N.Y. 1 1021

516/829-8848
;

)
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CALENDAR
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month Lake Charles

Calcasieu Fourth Tuesday of every month Baton Rouge

East Baton Rouge Second Tuesday of every month

Jackson- Lincoln- Union Third Tuesday of every month

except summer months

Jetfe rson Third Thursday of every month
LafayetteLafayette Second Tuesday of every month

Lafourche Last Tuesday of every other month

Morehouse Third Tuesday of every month Bastrop

Natchitoches Second Tuesday of every month
New OrleansOrleans Second Tuesday of every month

Ouachita First Thursday of every month Monroe

Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month

Tangipahoa Second and fourth Thursdays of

1 ndependenceevery month

Terrebonne Third Monday of every month

Second District Third Thursday of every month

Shreveport Quarterly— First Tuesday Feb., April, Sept., Nov. Shreveport

Vernon First Thursday of every month

AAFP ANNUAL ASSEMBLY
IN BOSTON THIS YEAR

The American Academy of Family Physicians,

37,000-member national association of family doctors,

will hold its Bicentennial Year Scientific Assembly

September 20-23 at Hynes Veterans Auditorium in

Boston, Mass.

The 28th annual continuing education meeting for

family doctors provides 10 separate program elements

with topics of interest in both their everyday practices

and in their efforts to keep abreast of the latest

advances in medicine.

Continuing medical education is a basic ingredient in

Academy membership. The organization requires 150

hours of continuing education study every three years

in order to maintain membership. It was the pioneer in

mandatory continuing education and its formula has

been copied by other organizations.

Continuing education also is a key factor in the

certification procedure of the American Board of

Family Practice. ABFP, the certifying board for the

specialty of family practice, is the only board that

requires recertification. Diplomates must take a

recertification examination every six years. The first

recertification exam is scheduled to be held October 29

in six centers throughout the country.

Among CME offerings at the AAFP Assembly are

medical lectures. An Assembly favorite, the didactic

lectures this year include presentations by 18

nationally-known speakers on such subjects as legal

problems in medicine, the high risk newborn, pediatric

allergy, antibiotic therapy, sports medicine, and the

family physician as a sex therapist.

I PANAMERICAN CONGRESS OF
ORTHOPAEDICS AND TRAUMATOLOGY

The I Panamerican Congress of Orthopaedics and

Traumatology and the II International
Cinematographic Review of Orthopaedics and
Traumatology will be held in Acapulco, Mexico from

October 30 to November 5, 1976, for the purpose of

having a scientific and cultural exchange among the

principal orthopaedists and traumatologists.

Considering the importance of this event, Miss Elva

Licea, Director of the Mexican Government Ministry of

Tourism in New Orleans, cordially invites specialists in

this field from the state of Louisiana to attend and

participate.

For further information please contact the Mexican
Ministry of Tourism at 525-2783.

FIRST INTERNATIONAL GLAUCOMA CONGRESS
Featured at Annual Meeting of

American Society of Contemporary Ophthalmology

The world’s leading medical authorities on
glaucoma, an eye disease that affects millions of

humans all over the world, will lecture on their latest

research findings at the First International Glaucoma
Congress, January 31 - February 1, 1977, at the

Diplomat Hotel, Hollywood, Fla. The glaucoma
congress is being held in conjunction with the 12th

Annual Scientific Assembly of the American Society of

Contemporary Ophthalmology (ASCO) January 30 -

February 5. Two thousand or more ophthalmologists

from the United States and abroad are expected to

attend both the glaucoma congress and the scientific

assembly.
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Fiberoptic Colonoscopy
• “In only a few years fiberoptic colonoscopy has been
accepted and recognized as a great adjunct in the diagnosis

and treatment of diseases of the colon.”

F OR over 75 years the rigid proctoscope

had been universally used for the

diagnostic and surgical treatment of lower

colon and rectal diseases. In 1963 fiberoptic

endoscopy of the upper gastrointestinal

tract proved its diagnostic usefulness. After

great research the first flexible fiberoptic

colonoscope was clinically introduced in

• fapan in early 1969 and later that year in

the United States. In only a few years

fiberoptic colonoscopy has been accepted

and recognized as a great adjunct in the

diagnosis and treatment of diseases of the

colon.

Recent additional improvements of the

instrument have increased its performance,

permitting adequate visualization of the

entire colon and accurate diagnosis of

equivocal roentgenographic findings by
visualization or biopsy to determine if the

roentgenologic shadow is benign or

malignant. Most polyps of the colon can now
be excised endoscopically thus avoiding

abdominal laparotomy and colotomy. This is

undoubtedly the greatest advantage of total

colonic endoscopy. With the rapid increase

in the availability of the colonoscope and
more physicians developing expertise in its

use, the percentage of unnecessary
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laparotomies for polyps and equivocal

colonic diagnosis will further decrease.

Preparation

In all patients a history and complete

physical examination, including procto-

sigmoidoscopy and barium enema
examination, are done prior to fiberoptic

colonoscopy.

Colonoscopy requires that the entire colon

be free of solid or liquid fecal matter. This is

a necessary prerequisite because the

channel for suction of the intestinal contents

is small and permits only removal of clear

liquids. Small, solid, fecal particles may
obstruct the suction channel or adhere to the

viewing lens, obstructing or diminishing

the visibility and necessitating withdrawal

of the instrument for cleansing. After the

instrument has been introduced to the right

colon, such an occurrence is very
disappointing.

In preparation for examination patients

are instructed to remain on a clear liquid

diet for 48 hours. On the day of admission to

the hospital, the patient is given a purgative

of four tablets of bisacodyl NF (Dulcolax)

orally and colonic enemas until the returns

are clear. Nothing is given by mouth after

midnight if a patient is to be examined in the

morning. A single colonic enema is repeated

in the morning, approximately two hours

before examination to permit absorption of

retained water in the colon. If examination
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perforation of a diverticulum from localized

insufflation; tearing of the bowel wall or

mesocolon; or latent perforation or bleeding

following fulguration.
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President’s Address:
The Best of Precious Things

• Dr. Cerise stresses the need for continuing education.

. . Learning shines, the best of precious things.”

I
N 1900, Sir William Osier advised the

practicing physician to return to

postgraduate school regularly so as to avoid

“that medical slumber into which so many
drop.” 1 Yet progress in the care of patients

was much slower then, as measured by the

rate of development of new therapeutic

agents (Table 1).

ELMO J. CERISE, MD
New Orleans

With today’s rapid scientific advances,

obsolescence approaches even more quickly.

TABLE 2

Rate of Obsolescence of Physicians

after Formal Training

Without Continuing Education

TABLE 1

1880

1910

1920

after 1950

3/decade

10/year

20/year

over 35/year

(Adapted from Galambos & Stone 2
)

Knowledge in our specialty is dynamic; it

changes rapidly and with constant

regularity. Even if one were capable of

keeping pace with such developments, the

retention of knowledge poses additional

problems. Because our memories are

fragile, knowledge is a perishable

commodity. 3 In Table 2, estimates are made
of the rate of obsolescence of physicans after

formal training. In considering the “half life

of knowledge” one sweeping generalization

is that acquired knowledge is lost in a period

of 5 to 12 years5 unless reused often; more
specifically, the Carnegie Commission on

Higher Education estimated that
physicians who did not continue their

education after formal training developed

partial obsolescence in five to ten years. 2

Presented before the 27th Annual Meeting of the

Surgical Association of Louisiana, held in New Orleans

Louisiana, November 16. 1974.

Dr. Cerise is clinical professor of surgery, Tulane

University School of Medicine.

Partial Obsolescence for All—5-10 yrs. 2

1920-1930 20 yrs. 4

1940-1950 10 yrs.

1960-1965 5 yrs.

The scientific competence of a surgeon
probably reaches its peak when he has

finished his residency and takes the board

examinations. Thus, according to the

previously mentioned statistics, if he

continues to practice exactly what he has

been taught as a resident, his knowledge is

at best partially obsolete in 5 to 10 years, and
he is probably incompetent in many areas in

15 years.

You may disagree and correctly point out

that there is an “art and science” of

medicine, and that “scientific” knowledge is

no more vital than clinical experience,

technical skill, and, most important,
surgical judgment. In accord, I would

emphasize that the art of medicine increases

with experience, while available scientific

knowledge evolves much more rapidly.

Without continued effort, there will be an

ever widening gap between what is

currently “known,” and what the surgeon is

capable of delivering to his patients.

It is not necessary to recount here the high

altruistic ideals we had when we chose this

profession or the inbred drives which
compel us to continue in its pursuit in spite
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of overbearing work loads. The profession in

general, and in particular the surgeon,

need no defense in this regard. Our quest

for scientific knowledge is based on as many
different facets as we have personalities. All

of us share varying degrees of

inquisitiveness, thirst for knowledge, and a

desire to deliver the best possible surgical

care to our patients, and all of us seek to

attain the self-satisfaction that comes from

delivering such care.

There are other reasons given for us to

continue our education:

1) Legal There is an ever increasing

number of legal decisions which specifically

conclude that the failure of a surgeon to

“keep up” constitutes negligence. 6

Specialists are no longer judged on the

standards of care and practice common in a

particular community. As specialists, we
are to be held to the standards and
innovations in treatment in our field

throughout the country.

2) Loss of Freedom: If we as a profession

do not supervise our own education, then the

government will through such measures as

relicensing and PSRO. Obviously, left

either to the planning of political

bureaucrats or of well-meaning lay

consumers, our education programs would
lack quality and be even less appealing than

they now are.

3) Economic Loss

•

I could not convince

you or me that any surgeon would seek

further education in order to obtain

monetary gain and thus compensate for

losses due to outmoded practices.

These latter negative reasons have little

or no place in providing motivation for a

profession whose members have endured an
educational marathon and will continue to

be driven by more positive inducements. We
should not and will not be satisfied with

standards set for licensure which are only

minimal: rather, we will determine what
our educational needs are and how to best

satisfy them, preferably on a local or

sectional level. I abhor the seeming
contradiction of the term “compulsory
education:” yet I saw the need for change
and expressed it in an editorial some years
back in the Bulletin of the American College

of Surgeons. Incidentally, I was thoroughly

chastised.

The following excerpt from a recent

report of the American Board of Surgery to

the American Surgical Association, in May
1974, leaves no doubt about the necessity for

continued education.

It has been established that the American Board of

Surgery will institute mandatory recertification for all

those certified on or after September 1, 1975. Their

certificates will bear a limiting date of 10 years,

recertification to be obtained at that time. For
diplomates certified prior to September 1, 1975,

voluntary recertification will be offered, starting in

1980.

On reviewing Table 3, one can see that

there is no paucity of courses for continuing

medical education. Almost daily we receive

notices of the postgraduate courses

available in surgery throughout the

country. In addition to these courses, there

are medical society meetings on every level,

library facilities including Medline,

telephone consultation such as Dial Access,

closed circuit TV, Audio-Digest tapes,

innumerable journals including
“throwaways,” SESAP (Surgical Education

Self-Assessment Program), and now there

is even an educational consultant service for

the individual physician using
computerized techniques to develop a tailor-

made educational program. 8

Use
An attempt to determine just how well the

state is doing in continuing medical

education, particularly in relation to

surgeons, ultimately provided only an
opinion with which you may justifiably

differ.

A large majority of the surgical

specialists in this state belongs to the

Surgical Association of Louisiana, whose
membership is 211. There are 368
subscriptions to Audio-Digest Surgery in

Louisiana. Included are hospitals and other

institutions, but the number seems
impressive. The number of subscriptions in

Louisiana to the leading surgical journals is

sufficiently great to leave one with a smug
feeling of satisfaction. However, I am afraid

that relatively few of these are well read by
the busy, harassed practitioner who feels

278 J. Louisiana State M. Soc.



PRECIOUS THINGS — CERISE

TABLE 3

Continuing Medical Education Courses Listed, 7

1962-1963 to 1973-1974

Total No. of Offered by

Year Reported Sponsors Medical Schools Hospitals

1962-1963 1,105 206 626—55% 104— 9%
1967—1968 1,830 263 1 ,000—54% 224—12%
1972—1973 2,082 253 957—46% 343—16%
1973—1974 2,441 287 1,061—43% 426—18%
1974—1975 3,677 393 1,516—41% 652—18%

duty bound to continue the subscriptions to

soothe his conscience.

Table 4 lists the estimate of librarians

regarding the use of the medical libraries by
surgeons. In the opinion of the librarians

queried, only 50 percent of surgeons make
use of the facilities. This estimate includes

residents, and does not include physicians in

the communities without medical schools.

Therefore, the actual percentage of use on a

statewide basis should be even less.

TABLE 4

Librarians' Estimate of Use of Library by Surgeons

Total

Use
Library

Rudolph Matas (TU, OPMS, 142 44

LSU)
Ochsner 22 22

Shreveport (Conf. Mem., 55 30

LSU)
Touro 72 50

291 146

50%

Having attended the surgical conferences

held on Saturday at both Tulane and LSU
Medical Schools over many years, it is my
belief that the attendance rate is fair to poor,

especially for members of the clinical

faculty. Both conferences are usually of high

quality and are scheduled at the most

convenient time; still no more than 25

percent of the local surgeons attend.

All things considered, I suspect that

Louisiana surgeons are no better and no

worse than others in regard to their

continued education. Certainly there can be

no argument that there is room for and need

for improvement.
Proposals for Improvement

How do we in Louisiana help provide

meaningful learning experiences for

overworked surgeons? This is the pertinent

question. Unhappily not everything under

the heading of continuing education leads to

professional development, and thus the

doctor with no time for his family becomes
cynical, as he again and again spends time

being “educated” without benefit to his

patients. Eventually he goes to meetings
simply for the recreation he has no time for

at home. 9

Having been associated in some capacity

with three chairmen of the surgical

departments at both Tulane and LSU, I

believe that I have some feeling for the needs

and the facilities available locally to meet
those needs. Lack of expertise and a

probable inability to change things will not

deter me from making suggestions I believe

are in order.

Perusal of the medical literature—so

voluminous and unmanageable—this is

almost an insurmountable task. It would
help if the editors and publishers of the

leading surgical journals would agree to

limited areas of responsibility, that is,

research papers in one journal, clinical

problems in another, and then others

devoted to one disease or system, with

discussions of current physiology,
pathology, diagnostic tools and therapeutic

measures. Each journal could include a

section of tear-outs consisting of summaries
of the articles therein on a standard sized

file card.

Refresher courses should not be so didactic

that the material presented passes from the
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notes of the lecturer to those of the audience

without penetrating the mind of either. This

is especially possible when notes are passed

out in advance. The lectures are best

followed by panel discussions with audience

participation in question and answer
periods. Tulane Surgery has begun yearly

postgraduate conferences and hopefully

LSU, here and at Shreveport, will add and

improve one of its own.

Conferences. I have already mentioned the

Saturday morning conferences at LSU and

Tulane Medical Schools where interesting

cases are presented and discussed. It is

helpful for the surgeons who attend to know
the subjects in advance and for the

moderator to encourage audience
participation. This is the present format.

More physicians should take advantage of

this excellent opportunity for learning.

Apprentice Concept. Several surgeons

could arrange to come to a university center

and spend a period of from three to seven

days actually participating in the mental

and physical activities associated with every

day problems of patients—making rounds
with staff and residents, assisting at the

operating table, and attending conferences.

These “wet” clinics would have to be planned
and scheduled by the sponsoring surgical

department and could even be designed to

cover a particular field of interest. It

disappointed me to learn from one chairman
that this concept has been approved on

request for about ten surgeons in the area;

however, in spite of encouragement, the

first has yet to avail himself of the oppor-

tunity.

Self-evaluation Program. Each of us must
be responsible for his own program. In

addition to our own insight, the ACS
sponsored Self Assessment Programs will

aid us in determining our needs.

Conclusion

In addition to those previously mentioned,

we must use all other facilities available

—

Audio-Digest while driving in the car, or the

library, or Dial Access when a particular

knotty problem arises. We all can and must
do better. In closing, I would like to leave

with you this thought expressed more than

300 years ago:

“When Honor’s sun declines, and Wealth

takes wings,

Then Learning shines, the best of

precious things”

Cocker - Urania (1670)
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Right Cervical Aortic Arch
and Aortic Stenosis: A Case Report

• The authors present the 19th published case of a cervical

aortic arch.

There have been is cases of

cervical aortic arch reported in the

English literature since the anomaly was
first described by Reid in 1914 1

. In 13

patients, the arch was on the right side 1
* 13

while in the remaining 5 patients, the

cervical aortic arch was on the left side 14"19
.

The case reported below is unique because

of three features. Firstly, there have been no

other cases of cervical aortic arch with

associated congenital aortic stenosis.

Secondly, compression of the pulsatile mass
in the neck did not result in diminution or

cessation of the femoral pulse, a bedside test

that has been diagnostic in other reported

cases. Thirdly, echocardiography was
utilized to document the vascular nature of

the presenting finding — that of a pulsatile

neck mass.

Case Report

N.M., an 18-year-old black boy, was seen for an

evaluation of a murmur heard on a routine
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preemployment physical examination. A pulsatile

mass in the right supraclavicular area at the base of the

neck had been present since birth. Prior to this time, he

had never seen a physician and was unaware of having

any cardiac defect. The patient was otherwise

asymptomatic and denied dyspnea, cough or

dysphagia.

Physical examination revealed a thrill over the mass
in the neck with an associated systolic bruit. A grade

II I/VI harsh mid systolic ejection murmur was heard

in the second intercostal space at the left sternal border

with radiation into the neck. The blood pressure was

132/92 mm Hg in the right arm and 104/68 mm Hg in

the left arm. The carotid pulses were equal and strong.

The left brachial and the left radial pulses were weaker

than those in the same vessels on the right side. The
femoral pulses were equal but diminished while the

popliteal pulses were weak. The dorsalis pedis and

posterior tibial pulses were absent.

An EKG was suggestive of left ventricular

hypertrophy. Chest roentgenogram was normal except

for a prominence in the area of the left aortic knob. A
barium esophagram revealed a posterior esophageal

indentation compatible with a retroesophageal aorta

(Fig 1). Echography documented the vascular nature

of the mass eliminating the possibility that it was
nonvascular with transmitted pulsations.

Echocardiography was normal although aortic valve

echoes were not obtainable. Compression of the

pulsatile neck mass did not result in diminution of the

femoral pulses as measured by palpation and by pulse

pressure recordings.

Cardiac catheterization revealed a 30 mm Hg peak

systolic resting aortic valve pressure gradient.

Angiograms showed a right sided cervical aortic arch

(Fig 2A and 2B) and a biscuspid aortic valve.

Discussion

The angiograms performed on this

patient (Fig 2A and B) demonstrate the

classic distribution of the brachiocephalic

vessels in the right cervical aortic arch

complex. The left common carotid artery

arises from the ascending aorta. The next

branches are the separate right internal and
external carotid arteries arising from the
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Fig 1. A lateral barium esophagram demonstrating

a large posterior esophageal indentation subsequently

proved to be due to a retroesophageal aorta.

apex of the cervical arch above the right

clavicle. Immediately distal to the right

carotid artery is the origin of the right

subclavian and right vertebral artery. The
aorta then descends and passes behind the

esophagus to the left side of the vertebral

column. At the point where the aorta turns

caudally, there is a pouch, the diverticulum

of Kommerell. The left subclavian artery

arises from the apex of this diverticulum.

This order for the origin of vessels agrees

with the definition of the cervical aortic

arch complex as defined by Mullins and
associates 11

.

Aortic stenosis in conjunction with a right

sided aorta is rare 7
. Aortic stenosis with a

right cervical aortic arch is even more
unusual since we were unable to find any
other cases of cervical aortic arch in which
any congenital valvular abnormality had
been demonstrated. In the case reported by
Hunter 13 a ventricular septal defect was
present and represents the only other case in

Fig 2A. AP view of a selective ascending aortogram.

The first vessel arising from the aorta is the left carotid

artery. The exact origins of the right subclavian, right

internal and right external carotid arteries are not seen

in this view but were documented on oblique and

lateral views.

Fig 2B. This is later AP view demonstrating the

origin of the left subclavian artery from the

diverticulum of Kommerell.
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which there was an associated cardiac

defect.

The fact that compression of the cervical

aorta in the neck did not cause a decrease in

the femoral pulses is also unique. Although
diminution of the femoral pulse was present

in all the previously reported cases, its

absence does not exclude the cervical aortic

arch complex. The reason for the failure of

femoral pulse diminution in this patient is

unknown. It did raise a question as to the

possibility that this was a solid tissue mass
with transmitted pulsations. However, the

vascular nature of the mass was confirmed

by echography.

Unfortunately, this case does not shed any
new light on the question of whether a

cervical aortic arch represents a persistent

third brachial arch 2
*
8

.
15 or the failure of the

fourth brachial arch to descend 6
. In our

opinion because of the frequent finding

(10/19) of separate internal and external

carotid arteries ipsilateral to the arch, the

persistence of the ductus caroticus and third

brachial arch is the favored theory.

Summary

The 19th published case of a cervical

aortic arch is presented. Cervical aortic

arch has not been shown in earlier reports to

be associated with congenital valvular

anomalies. However, our patient had a

bicuspid aortic valve. We also demonstrated
that the absence of femoral pulse

diminution upon compression of the mass
does not exclude the possibility of cervical

aortic arch. The final diagnosis must
depend upon angiography and echography.
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Mediastinal Tumors:

II. Anterior Mediastinal Thymoma
SEYMOUR FISKE OCHSNER, MD

New Orleans

THYMOMAS are almost always located

in the anterior and superior medi-

astinum. In some respects they are the most

interesting of the tumors that grow in the

mediastinum. They are associated with

several different types of clinical syn-

dromes, including myasthenia gravis,

erythroplastic aplasia, systemic lupus
erythematosus, and immunologic defi-

ciencies. For the radiologist they pose the

differential problem of a mass in the an-

terior mediastinum, with or without cal-

cification. For the surgeon, they may prove

to be a tedious excisional problem because

of infiltrating adherence to the adjacent

structures. For the pathologist, they may
pose a serious dilemma in decision of

benignity or malignancy. These facets help

to make thymomas challenging problems in

medical management.

The posteroanterior roentgenogram (Fig

1) in a typical case shows a mass that is

superimposed upon the base of the heart, the

great vessels above the heart, and the hilar

shadows of both lungs. Smaller thymomas
may extend only to one side. The mass is

homogeneous in density, with smooth or

nodular contour, and with fairly sharp

borders. In the lateral view (Fig 2) a

homogeneous mass fills the anterior

mediastinum. It is flattened against the

sternum and bulges downward and
posteriorly with slightly nodular borders.

One small area suggests calcification. Leigh

and Weens 1 describe calcification in the

thymus as being “not infrequent.”

From the Department of Radiology, Ochsner
Medical Institutions, New Orleans.

Reprint requests to Dr. Seymour Ochsner, 1514

Jefferson Highway, New Orleans, Louisiana 70121.

Fig 1. PA roentgenogram of chest shows mass in

mediastinum, bulging over both hilar shadows.

•****.

Fig 2. Lateral roentgenogram of chest indicates the

large, homogeneous mass is in the anterior

mediastinum.
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A powerful lot of people

have been saving at

Eureka since 1884

See Eureka for Home Loans

2525 Canal Street Phone 822-0650
1 10 8elle Chaste Hwy.
West Bank Division

EUREKA HOMESTEAD SOCIETY

RADIOLOGY PAGE

In the illustrated case, the tumor was
excised and proved to be an encapsulated,

benign thymoma that weighed 194 grams.

The patient recovered satisfactorily, but in

subsequent years had repeated infections

that were associated with hypogamma-
globulinemia. Ellis and Gregg2 reported

that 5 to 15 percent of patients with this rare

protein abnormality may have thymomas.

References

1. Leigh TF, Weens HS: The Mediastinum. Ed 1.

Charles C. Thomas, Springfield, 1959. p 108

2. Ellis K, Gregg HG: Thymomas — roentgen

considerations. Am J Roentgenol Radium Ther Nucl

Med 91:105-119, 1964
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Did You Know That

RUCKER PHARMACAL CO., INC.

Is The Only Full Senice

Pharmaceutical Manufacturer & Distributor

In The State Of Louisiana

Including Complete Manufacturing Facilities

National Sales Force
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RUCKER PHARMACAL CO., INC.
6540 Line Avenue Shreveport, Louisiana 71106
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Electrocardiogram

of the Month

Editor

NORTON W. VOORHIES, MD
New Orleans

Orthostatic Tachycardia
D. LUKE GLANCY, MD

New Orleans

The patient whose electrocardiogram is shown is a 43-year-old woman without other

evidence of heart disease. For nearly 15 years, she has had palpitations. These have been more

frequent during the past year, and have occurred daily during the last six weeks. Typically

the palpitations begin when she is standing and disappear when she lies down. If she does not

lie down, palpitations may last for an hour or more and are then accompanied by fatigue and

lightheadedness.

LEAD II Immediately After Standing

V| Standing
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Fig 1.

What is your diagnosis?

Elucidation is on page 295.

From the Cardiology Department, Hotel Dieu Hospital, New Orleans 70112.
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(Editorial

Mammography

Criticism directed toward mammo-
graphic examination recently appeared in

newspapers and magazines throughout the

United States and Canada. The articles

were directed toward the harmful and
possible cancer-producing effects of this

diagnostic procedure. Another aspect was
the comment on unnecessary or too

frequent x-rays of the asymptomatic female
breast.

In response, the American College of

Radiology published a position paper. It

emphasized that mammography was
absolutely essential, safe, and the most
effective tool now available for the early

detection of breast cancer. The paper
prepared by the A.C.R. Commission on

Cancer and Committee on Mammography
should be read by all practicing physicians.

The section on the A.C.R.’s recommenda-
tions relative to the asymptomatic patient is

worthy of review, since asymptomatic
patients comprise a high percentage of the

female population, and it is here where
medical practice markedly varies.

A.C.R. recommendations for the
asymptomatic patient follow:

1. All women should have annual
physical examination of the breasts and be
taught self-examination.

2. For asymptomatic women the first, or

baseline mammographic examination
should be performed betwen the ages of 35
and 40.

3. Subsequent mammographic examina-
tion should be performed at one to th ree year

intervals unless more frequent examination

is medically warranted.

4. After age 50, annual or other regular-

interval examinations, including
mammography, should be performed.

5. Although the carcinogenic effects of

radiation at current levels of exposure are

probably immeasurably small, continuing

attempts to reduce exposure should be
made. However, image quality must be

preserved for accurate diagnosis to insure

the risk/benefit (cure) ratio.

6. Each radiologist should assure the

periodic monitoring of his equipment and
procedures to determine that patient

exposure is being maintained at the lowest

feasible level.

For those who are responsible for the

primary care of females, and for a program
designed for the early detection of breast

cancer, the A.C.R.’s recommendations must
be given serious consideration.

Newspaper and magazine articles

written without consultative medical
expertise are a disservice to the physician

and patient. In the cancer arena, when the

wages of controversy and indecision is sure

death, the substitution of economic motives

for documental, carefully-performed
scientific studies should cease.
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Do you feel qualified to

diagnose your

insurance policy?
-

At Group Consultants we've offered

you a comprehensive insurance

program sponsored by the LSMS since

1972. But we know that terms can

sometimes be confusing in making any

decision about insurance, so here are

some of the most commonly misused

terms and what they really mean.

Non-cancellable: A contract in which

the insurer can not change provisions

of the contract while it is in force.

Unfortunately this usually means the

rate will not be adjusted downward

either.

Guaranteed renewable: A contract in

which the insurer can not change

provisions of the contract except the

premium rate for a specific class of

people. For example Group

Consultants has just reduced

premiums on LSMS disability plans

for all members under 40.

LSMS disability renewal guarantee:

That provision of your LSMS
sponsored plan which guarantees that

your plan cannot be terminated except

by the LSMS, and only when another

LSMS sponsored plan replaces it.

Conversion of your old plan is

guaranteed, thereby affording

you the opportunity to acquire an

additional policy.

Personal Benefit Summary: A
detailed annual recap of personal

insurance benefits and options, made

available only to participants in the

LSMS sponsored programs.

Rehabilitation rider: That portion of

your LSMS disability program which

provides for continuation of benefits

and supplementary payments while

you, the insured, are attempting to

retrain for your own or -another

profession.

These are some of the terms as they

apply to your LSMS sponsored

disability policy. However, questions

about other provisions of your policy

may arise and we're always ready to

answer any questions you may have.

So the next time someone gives you

his diagnosis of your insurance

coverage - make sure he's diagnosing

in his specialty - call us.

GROIT CONSLH.TANTS, INC.
BYNUM,GRACE & KIRBY INC.

555 Building, St. Tammany St.

P O. Drawer 66635 Baton Rouge, La. 70806

(504) 926-6303
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By LEON M. LANGLEY, JR.

The U. S. Death Rate Last Year Dropped to its lowest point in the nation’s history, according to

the Census Bureau. For the first time the death rate dipped to below nine deaths per

thousand. In 1975, 8.9 deaths occurred in the U. S. for every thousand people, compared to 9.1

in 1974 and 9.7 in 1968. The Census Bureau also reported that 1.91 million Americans died

last year, the lowest number since the 1.86 million figure of 1967. Heart disease remained the

leading cause of death, as it has since prior to World War I, but these deaths have dropped

4.5% since 1973, according to the National Center for Health Statistics. Fatalities from

traffic accidents dropped 17.1% between 1973 and 1975. Deaths from strokes also declined

and of the 15 leading causes of death only three increased within the last two years. The
cancer rate increased by 4.2%, suicides by 5% and murders by 4.1%.

Public Interest in Diets containing increased amounts of fiber has led to a surge in consumption

of bran cereals, the Cereal Institute said. An official said the 20% increase in sales of ready-to-

eat bran cereals may stem from interest in reports by Britain’s D. P. Burkitt, M.D., who
observed that rural Africans whose diets are high in fiber-containing foods have a low

incidence of appendicitis, hemorrhoids, diverticular disease, and cancer of the colon.

Number of Physical Exams done by MDs in their own offices is likely to double over the next 10

years, predicted Frost & Sullivan, Inc., a market research firm. Without help from

automation, the firm said, the increase will pose an "unabsorbable workload" on the 200,000

physicians who will then be in practice. The firm, citing a lag in the development of

automatic multiphasic health testing, predicted increased use of in-office computerized

medical systems, supplies, and services.

Regular Checks of Cobalt Radiation therapy machines could be required if the Nuclear

Regulatory Commission has its way. The NCR said incidents of incorrect doses given to

patients have prompted it to consider testing of all 1,400 cobalt-60 and cancer treatment

units in the country.

Volunteers Are Needed to serve in the MEDICO program. Openings are available in

Afghanistan, Bangladesh, Dominican Republic, Indonesia, Jordan, Nicaragua, and Tunisia.

For additional information, write to George B. Mathues, Director, MEDICO Volunteer

Specialists, 2007 Eye Street NW, Washington, D.C. 20006.

Food and Drug Administration warned patients taking Triazure for psoriasis to stop doing so

because of the possible link with fatal embolisms. The manufacturer, Parke, Davis, &
Company, is removing the drug from the market and recalling all existing stocks of the

product. The drug firm estimated 500-1000 patients had taken the drug in the year it had

been on the market.

The Nuclear Regulatory Commission says plutonium-powered cardiac pacemakers can be safely

licensed for what it calls "routine use. ” The commission is expected to establish rules

regarding the pacemaker’s use.

Percentage of Adult Smokers has decreased, according to a 1975 survey by the National

Clearinghouse for Smoking and Health. The only percentage increases were in men 65 and

over and women 21-24 and 55 and over.

Confidence in Their Financial Ability to meet family illnesses, death, or retirement was

expressed by consumers surveyed by Continental Bank, Chicago. Six out of ten surveyed said

their medical insurance, disability insurance, and pension benefits are adequate and 1 5% said

that employer-sponsored medical insurance is "more than enough."

<=ac=o
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The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should he a wise one.

SUMMARY OF ACTIONS
AMA HOUSE OF DELEGATES

Dallas, Texas

June-July, 1976

The House of Delegates is the governing body of the

American Medical Association. It meets twice a year-
in June and December—to make policy for the 216,000

AMA members.

The House of Delegates conducts business in much
the same way as the Congress does—through
jurisdictional committees the AMA calls “Reference

Committees.” Some 256 delegates consider the many
resolutions and reports brought up for action. They

represent all 50 states, the Canal Zone, the District of

Columbia, Guam, Puerto Rico, the Virgin Islands, 26

medical specialties, medical students, interns, and

residents.

National Health Insurance The House again voiced

support of the AMA-endorsed national health

insurance bill, H.R. 6222, the Comprehensive Health

Care Insurance Act of 1975. This bill would provide

both basic and comprehensive benefits for all

Americans where needed, yet would minimize federal

administration and financing.

The House also registered the Association’s concern

about the present enormous cost and always-increasing

regulatory control inherent in medical care programs

administered under government; and pointed out that

the true additional cost of any program for total

nationalization of the American health care system at

this time could cause a runaway inflation and lead to a

national economic crisis.

Abuse and Fraud in Health Programs- The House

adopted as Association policy the following

statement—. The American Medical Association

condemns and deplores all acts of fraud and

wrongdoing, including in particular any wrongful acts

as recently reported in the Medicaid and Medicare

programs. We urge that responsible government

agencies proceed with all due speed in the prosecution

under the provisions of due legal process of all who are

charged with guilt of fraudulent misconduct. We will

continue to offer our cooperation and assistance in

bringing such activities to an end.

Variable Incentive Pay The House directed that the

AMA, through letters to the President and appropriate

members of the Congress of the United States and

through such other means as are appropriate, strongly

support timely reenactment of the Variable Incentive

Pay Program for physicians in the uniformed services.

Health Maintenance Organizations- The House again

directed the AMA to oppose any amendments to the

present Health Maintenance Organizations Act that

would provide lesser benefits to enrollees, and as such

resolved that the Association continue its policy that

H.R. 9019 and S. 1926 should not be enacted by the

Congress because among their objectionable pro-

visions the benefit requirements are reduced.

Assurance of Professional Competence- The House
urged all peer review committees to make every effort

to correct, or refer to the appropriate disciplinary

bodies, any physicians who do not meet accepted

standards of professional conduct, including ethical

behavior, or of professional performance.

Other House Actions of Interest'

—That the AMA continue to insist on confidentiality

for medical records and endorse only those

authorizations for release of information which limit

the disclosure of information to that which is clearly

necessary and required for the purposes of a third

party.

—That the AMA strongly oppose the use of any

system of universal identifiers including the Social

Security number.

—That the AMA give full support to the enactment of

legislation to relieve the tax burden on participants

in the Health Professional Scholarship Program in

the Armed Forces and Public Health Service.

—That the AMA continue to resist by whatever

means necessary the imposition of mandatory review

within 24 hours of hospital admission by

governmental agencies and others (utilization

review regulations for Medicare and Medicaid).

—That the AMA continue to work with the Drug
Enforcement Agency and the Food and Drug
Administration to assure adequate supplies of

controlled substances (cocaine) in order that

physicians can continue to provide effective medical

care to patients.

—That the AMA request that the Department of

Health, Education, and Welfare publish the results

of its multiple experiments on health care delivery

together with the study design for each experiment,

facts concerning the cost and financing of each

experiment, the conclusions drawn by the

experimenters, and the official reaction of HEW
after reviewing the evidence produced by the

experiments.

—That the AMA oppose the Federal Drug and

Devices Act (S. 2697) as a whole and particularly the
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ORGANIZATION SECTION
Boelim Porcelain Sculptures

from the Extensive

Manheim

A joy to own and to behold, these lifelike love-

birds, from the world-famous studios of Edward
Marshall Boehm, represent a fine investment in

classic porcelain art.

A. Noted for their beautiful coloration, these charming
PEACH-FACED LOVEBIRDS are enchanting in their life-

like posture. 1976. Height: 6"; Width: 5V2". S 250.

B. The striking BLUE-MASKED LOVEBIRDS display the

dramatic markings that distinguish the members of

this species. 1976. Height: 6”; Width: 5V2". 8 250.

Also available: the extremely colorful yellow LOBELL
LOVEBIRDS. Limited issue, 1976. Height: 6"; Width: 9”;

Depth: 61/2". $ 250.

Write for the 1976 Boehm hrochu

Manheim Galleries
Established 1Q1Q

409 Royal St., New Orleans, 504-568-1901
2520 Fairmount Ave., Dallas, 214-742-2364

The largest and most comprehensive collection of antique
English, Continen ta! and Oriental Furnishings, Porcelains.
Paintings, Silver and Jade in Dallas and New Orleans.

Also Agents for Boehm Birds.

provision for a fine for prescribing a drug for a use

other than one indicated on the package insert and to

assert that the drug package insert not be made a

legal document for punishment of physicians. The

House also called upon the AMA to oppose any

legislation which would rigidly limit a physician’s

ability to utilize his judgment in the treatment of his

patients.

—That the AMA identify all necessary and desirable

amendments to the PSRO law, that they be listed and

widely publicized in official AMA publications, and

that progress reports regarding each proposed

amendment be publicized at frequent intervals

during the next two years.

—That the AMA continue to emphasize usual and

customary or reasonable charges on the basis for

physician payment; that physicians, especially those

who are underpaid, should bill their appropriate fees

for services, even if payors reduce the amount of

payment, and that the AMA redouble its effort to

seek amendment of the Medicare law as it pertains to

reimbursement for physician services and recision of

the “economic index” regulations, using all available

legal means.

—That the AMA declare its recognition of the fact

that TV violence is a risk factor threatening the

health and welfare of young Americans, indeed our

future society; commit itself to remedial action in

concert with industry, government and other

interested parties; and encourage all physicians,

their families and their patients actively to oppose

TV programs containing violence, as well as

products and/or services sponsoring such programs.

—That the AMA fully endorse the principle of equal

opportunity of employment and practice in the

medical field, but oppose the proposed Guidelines for

Professional Licensure of the Equal Opportunities

Employment Council which nullify objectively

determined measures of competence.

—That the AMA reaffirm existing policy which
urges physicians to continue to act as non-smoking

exemplars to the public; advise patients of the health

hazards of smoking; discourage smoking by means of

public pronouncements and educational programs;

and increase efforts to discourage the presentation of

visual materials, particularly on TV, which depict

smoking as the norm in American culture as a means
of influencing teenagers to refrain from acquiring

the smoking habit.

THE FOREGOING ARE HIGHLIGHTS ONLY.
THE HOUSE ACTED ON APPROXIMATELY 208

REPORTS AND RESOLUTIONS AND DETAILED
REPORTS OF THE ACTIONS ARE AVAILABLE
UPON REQUEST FROM THE WASHINGTON
OFFICE OF THE AMERICAN MEDICAL
ASSOCIATION, 1776 K STREET, N.W.,
WASHINGTON, D.C., 20006, OR FROM YOUR
ASSIGNED LEGISLATIVE REPRESENTATIVE.
OUR TELEPHONE NUMBER IS 833-8310.

J. Louisiana State M. Soc.
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ELECTROCARDIOGRAM OF THE MONTH

Electro-

cardiogram

of the Month
ELUCIDATION

Diagnosis Paroxysmal ventricular
tachycardia with A-V dissociation from
sinus tachycardia.

The rhythm is distinguished from
supraventricular tachycardia with
aberrant ventricular conduction by three

features:

1. The initiation of each paroxysm of the

more rapid tachycardia by a ventricular

premature beat;

2. P waves that occur regularly
throughout the tracing at a rate (117/min)

independent of the ventricular rate

(172 min); and

3. The presence of fusion beats - eg, the

fifth, eleventh and fourteenth complexes of

the bottom strip.

Discussion

Several previous reports have described

patients whose only manifestation of

cardiac disease was paroxysmal ventricular

tachycardia 1 2
, and in one of them, as in our

patient, upright posture would precipitate

the paroxysms. 2 In the absence of other

evidence of cardiac disease, paroxysmal

ventricular tachycardia is far less ominous
than in patients with serious underlying

heart disease. Nevertheless, it is not entirely

benign, and deaths have occurred. 1

Furthermore, many patients are
incapacitated. For six weeks our patient did

not leave home. On two grams of

procainamide per day in divided doses she

noted a marked decrease in the frequency

and duration of palpitations, and no

arrhythmias could be elicited on follow-up

visits. With the addition of small (20 mg four

times per day) doses of propranolol, the

palpitations entirely disappeared.

References

1. Lesch M, Lewis E, Humphries JO, et al: Paroxys-

mal ventricular tachycardia in the absence of organic

heart disease. Report of a case and review of the liter-

ature. Ann Intern Med 66:950-960, 1967

2. Hair TE, Egan JT, Orgain ES: Paroxysmal
ventricular tachycardia in the absence of demonstrable

heart disease. Am J Cardiol 9:209-214, 1962
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CALENDAR
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month Lake Charles

Calcasieu Fourth Tuesday of every month Baton Rouge

East Baton Rouge Second Tuesday of every month

Jackson-Lincoln- Union Third Tuesday of every month

except summer months

Jeffe rson Third Thursday of every month

Lafayette Second Tuesdayof every month Lafayette

Lafourche Last Tuesday of every other month

Morehouse Third Tuesday of every month Bastrop

Natchitoches Second Tuesday of every month

Orleans Second Tuesday of every month New Orleans

Ouachita First Thursday of every month Monroe
Rapides First Monday of every month Alexandria

Sabine First Wednesday of every month
Tangipahoa Second and fourth Thursdays of

every month Independence

Terrebonne Third Monday of every month
Second District Third Thursday of every month
Shreveport Quarterly— First Tuesday Feb., April, Sept., Nov. Shreveport

Vernon First Thursday of every month

FIFTEENTH PAN-AMERICAN CONGRESS
The Fifteenth Pan-American Congress of Otorhino-

laryngology and Bronchoesophagology will convene

in New Orleans on November 7-11, 1976. Pre-Congress

Instruction Courses will be held November 4-6, 1976.

This will be the first Pan-American Congress held in

North America since the founding of the association in

Miami 30 years ago.

Louisiana otorhinolaryngologists should give

attendance at this meeting top priority.

An outstanding social program is being arranged.

FALL SEMINAR ON PEDIATRIC EMERGENCIES
PEDIATRIC EMERGENCIES - LITTLE

PEOPLE, BIG PROBLEMS; November 21-24, 1976;

Orlando Hyatt House, Orlando, Florida; Sponsored by
the Florida Chapter American College of Emergency
Physicians.

For further information, contact: Registrar,
Pediatric Emergencies, 1919 Beachway Road, Suite

5C, Jacksonville, Florida 32207 (904) 399-0510.

FLU SHOTS URGED FOR
LUNG PATIENTS

Concern that chronic lung disease patients may not
seek influenza vaccination this fall, or may not receive
full protection, was expressed today by Mrs. Gladys
Witte, President of the American Lung Association of

Louisiana, Inc.

Controversy surrounding the government’s mass flu

immunization program, and the recommendation that

persons at high risk receive two separate vaccines may

be confusing to those with lung diseases, Mrs. Witte

said.

“So far as risk is concerned, 1976-77 is no different for

these 14 million Americans than any other flu season,”

the Shreveport leader said. “Each year, the American

Lung Association and its medical section, the

American Thoracic Society, recommend that adults

with chronic lung diseases be protected against the flu

viruses expected to circulate. This year, we advise

immunization with both the bivalent vaccine against

A/New Jersey/76, the so-called swine virus, and A/

Victoris/75, with monovalent B Virus vaccine.”

Any lung infection can interfere with the lung’s

cleansing mechanisms and the supply of oxygen to the

body, Mrs. Witte said. For those with diseases such as

emphysema, the result may be fatal. Flu can mean
serious illnesses for chronic bronchitis victims and

those with cystic fibrosis who have reached adulthood.

DR. BEACHAM HONORED
Dr. Woodard D. Beacham, an active medical staff

member at Southern Baptist Hospital, was presented a

distinguished service award at a recent convention of

the American College of Obstetricians and
Gynecologists.

Dr. Beacham was a founding fellow of the College.

He was honored for his “outstanding contributions to

the discipline of obstetrics and gynecology.”

Dr. Beacham was president of the Southern Baptist

Hospital Medical Staff in 1961. He is also a past-

president of the New Orleans Gynecological and

Obstetrical Society and has served as second vice

president of the Southern Medical Association.
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The Birthday of Free Enterprise:

William Bradford’s Manuscript
• William Bradford was governor of Plymouth colony and
the author of a very important chronicle entitled The History

of Plimouth Plantation. Approximately 100 persons had
reached Plymouth in December of 1620 on the Mayflower.

Governor Bradford’s manuscript was compiled in 1650, some
30 years later. This manuscript was inherited by his nephew
who lent it to several friends. It was removed from America and
later turned up in 1855 in the library of the bishop of London.

It was finally returned to America in 1897. Samuel Eliot Morison

produced a carefully-edited version of the manuscript in 1963.

F. MICHAEL SMITH, JR., MD
Thibodaux

H. ASHTON THOMAS, MD
New Orleans

seaworthy, so 102 persons crammed the

Mayflower, a ship built for less than 50. Due
to storms, they were blown off course to the

extent that they made landfall some 200

miles north of their original destination,

where they held the land patent in Virginia.

This landfall was located at what is now
Cape Cod. Forty-one men on November 11th

signed a compact because they were aware
that they held no legal authority to the land

where they had been blown. By the terms of

this Mayflower Compact, the men agreed to

govern themselves until such time as a new
charter could be obtained from England.

This compact remained in force until 1691,

and governed the new Plimouth Plantation

enterprise.

In three months, half the hundred had

died. The first three months were deep

winter. Only after completion of the Com-
mon House were similar houses for habita-

tion built, as time would permit. Much
bickering as to division of labors — fishing,

297

THE first governor of Plimouth
Plantation was John Carver. He

ordered first the construction of a Common
House, into which was placed the unlading

from the Mayflower. All foods and other

productions from people were stored in the

Common House.

These persons were basically all “God-

fearing” or deeply religious. They were
Pilgrim Separatists from the Church of

England. In 1609, they had gone from
England to Lyden, Holland, where they had
founded the Separatist Church. Due to

unsettled conditions in Holland, after ten

years they opted to go to America. They
obtained a land patent from the Virginia

Company in England. They were to travel

on two ships — the Speedwell and the

Mayflower. At the port of embarkation, the

Speedwell was ascertained to be not

Dr. Smith is the past president of the Louisiana

State Medical Society. Dr. Thomas is the secretary-

treasurer.
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carpenter work, care of the sick, etc. — went

on among the settlers. Sharing of food was a

constant problem. They practiced pure

communism — from each according to his

means; to each according to his needs.

Two of the most healthy, able leaders were

William Brewster, the reverend elder of the

church, and Myles Standish, their captain

and military commander.

On the 16th day of March, an Indian

called Samoset came boldly into their colony

speaking broken English. He profited them
much as he told them about the country

around them. He told them of another

Indian named Squanto, a native of this same
place, who had been to England. Squanto

was well spoken and had taught Samoset
English. Later, Squanto came with the

great Indian Chief Massaoit. The settlers

made a peace pact with these Indians that

served them well. Squanto stayed with

them. Bradford termed him an instrument

of God. Squanto showed them how to set

corn (plant) and where to find fish. He was
their principal guide and sage counselor; he

never left the Pilgrims until death.

In January, on the 14th day, the Common
House burned. The Mayflower, which lay

aport, was used as the Common House.

Some English seeds had been brought
aboard the ship — wheat and peas. These
were sowed, but naught came of them. In

April, Governor Carver died. William
Bradford was chosen governor.

In November, a year after the
establishment of Plimouth Plantation
there came a ship, the Fortune,
unexpectedly. Mr. Cushman, as leader, and
35 persons joined the colony from this ship.

On the first Christmas Day, the governor
had ordered the men to work as usual. Most
refused, saying it was against their religious

consciences to work on this day. The
governor took those who would work to field,

and when he returned he found those who
had stayed home playing games in the street

(stool-ball, and pitching bars, like

horseshoes). He took away their implements
of play, saying it should be against their

consciences to play while others worked,
since all enjoyed the common good of labors.

He noted that if to devotion they felt bound,

they should remain in their homeplaces, not

to play.

The first summer after the burning of the

Common House in January, and the sending

home of the Mayflower in April, they built a

fort with good timber, strong and comely.

The first summer was welcome time for a

harvest, and they all had their hungry
bellies filled. Bradford reports that this

harvest rose to little in comparison with

what was needed for the coming winter’s

supply. Bradford noted that chiefly there

was a weakness of labors to tend to that

which ought to be done to secure proper

production.

As hunger drove them, much became
stolen from common stores, although many
were well-whipped when caught taking

even a few ears of corn. So famine ensued to

the next year. The only market was held by
the Indians who had abundant stores. Lo,

Providence intervened in the form of

another ship. It came into the harbor

captained by a man named Jones. Aboard,

he held a store of good English beads and
knives. They traded Coast Beaver pelts for

these. Bradford notes how God-fearing men
degenerated to such extremes; they spent

recklessly while they had stores to trade,

and wasted part of the beads to the Indians

in payment of tax for keeping of Indian

women who came to whore among them.

As the settlers began to want more for

food, they sold away their clothes, their bed
coverings; and many fell to plain stealing

from each other and from the Indians. In the

end, they came to that misery that many
starved and died. Many who died had
boasted of their strength, (being in fact, able

and lusty men). They had said of their

strength what they would do in comparison
with those who had women and children in

family ties. They worked least for Common
House storage as plunder seemed better

than to fall into conditions as more simple

and weaker people were come to by means of

Commonwealth sharing.

Bradford wrote:

But man’s way is not his own power; God can make
the weak to stand. Let him that do standeth take heed

lest he fall.
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Bradford at last in desperation brought

an end to the Common House and condition

of rule in Plimouth Plantation. This was
caused as they searched for a means to pro-

duce as much corn and obtain better crops

as the Indians did about them, so they might
still their languish and misery.

Private Property Ownership
First Ordained in America

At length Bradford, after much debate

and with the advice of Squanto, gave way
that they should set their fields. Every man
would do so for his own particular family.

There was assigned in Indian fashion, to

each family a parcel of land.

Suddenly, a prior unseen condition

occurred. The women went willingly to

field, taking with them their children, to set

corn and other produce; before when all

went to the Common House for equal

divisions, they would allege weakness and
inability. To have compelled such poor and
weak by whip would have been thought

tyranny and oppression.

Bradford now records the following

profound words in his manuscript:

The experience that was had in the common cause

condition and community, among Godly and sober

men, may well evince the vanity of that conceit of

Plato’s — that taking away property and bringing into

a commonwealth would make men happy and
flourishing, as if they were wiser than God.

The common cause condition and
community were found to breed much
confusion and discontent and retard much
employment that would have been to benefit

and comfort. The young most able to labor

and fit service did repine that they spend
time and strength to work for other men and
other men’s wives and children drawing no

greater recompense from Common House
stores. The strong had no more division in

victuals and clothes or comforts than did the

weak. The aged, being ranked in equal

divisions with the meaner and younger sort

of settlers felt indignity and disrespect unto

the old. Men’s wives — commanded to do
services for other men than their husbands,

ie, dressing meat, washing their clothes, etc.

— were deemed by the married as a slavery.

Bradford recorded:

I answer, seeing all men have this corruption in

them, God in His Wisdom saw fit another course for

them.

The corn born of their labors became
more highly prized as more precious than
silver. Those who produced some to spare

began to trade and to do so wisely by allots of

quart, pottle, (2 quarts), and peck. The next

year that they might therefore increase

their tillage to better personal and family

advantage, the more industrious made
petition to Governor Bradford to have more
portions of land for continuance beyond
their yearly lot.

Almost at once, plunder and thievery

abandoned the plantation as plenty replaced

want. After the great harvest year,

Governor Bradford set aside a day to

express Thanksgiving to God.

In 1974, Longarini opined:

The first Thanksgiving was an expression to God, not

for the great harvest, but for granting the universal

principle that produced the harvest.

Private Enterprise Was Born in America

With the new rule of production by
particular men for each’s need and
consumption, the next season’s planting

produced an abundance of plenty. Each
individual now had incentive to production.
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How can you tell

in which team to place
your confidence?
A tough question, but it’s all in the people.

Ask yourself: Are the sales people warm and friendly?

Are they genuinely interested in me? Are they honorable

enough to refrain from making numerous and empty
promises? Can I rely on their word? Are they adequately
trained to help me select and enjoy my new car? Are
they supported by expert service technicians and others

who possess a willing spirit? Do I get the feeling that

the entire dealership is striving for one goal, my total car

happiness?

There is such a team in New Orleans. I’d like to

introduce you to our people. I have the greatest

admiration and respect for their character and their work
and I’m confident that you will too.



Intraocular Lens Implantation

• Dr. Azar presents an interesting article on a controversial

subject. He feels that it should give some insight and
perspective as to the present status of intraocular lens

implantation.

DESTINY decreed that in the autumn
of 1949 an undergraduate student

should be present in the operating theatre

of Dr. Harold Ridley 1 at St. Thomas’s

Hospital, London. As Dr. Ridley was closing

the eye after removing a cataract, this un-

known student rashly exclaimed that Dr.

Ridley had forgotten to replace the opaque
lens with a clear one.

Shortly thereafter, on November 29, 1949,

Dr. Ridley performed the first intraocular

lens implantation on a 45-year-old woman.
He used an extracapsular cataract

technique under local anesthetic without

sutures of any kind. The Ridley lens was a

crude, heavy prosthesis by today’s

standards. Its weight varied from 1 12 to 150

mg in air, with a diameter of 8.35 mm. It

roughly approximated the shape of the

normal human lens, though its diameter

was 1 mm less than the human lens in order

to avoid irritation of the ciliary body.

Although the lens was successfully

implanted the calculation of the lens’ power
was grossly inaccurate so that the patient

was rendered extremely myopic in the

range of 25 diopters. But Dr. Ridley had
pioneered one of the most exciting, and still

controversial, advances in ophthalmic
surgery. In July of 1951, Dr. Ridley reported

his results at the Oxford Ophthalmological

Congress. This opened the floodgates as

many ophthalmic surgeons followed his

example, usually with disastrous results.

These disappointing results nearly “put the

nail in the coffin of intraocular lens

implantation”.

But Dr. Ridley persisted and provided the

Dr. Azar is a clinical professor of ophthalmology,

Tulane University School of Medicine, New Orleans.

Reprint requests to Dr. Azar, 144 Elk Place Medical

Plaza, Suite 1501, New Orleans, La. 70112.

November, 1976 — Vol. 128, No. 11

ROBERT F. AZAR, MD, JD, FICS, FCLM
New Orleans

stimulus for a Dutch ophthalmic surgeon,

Dr. C.D. Binkhorst2
, to follow in his foot-

steps and act as the “Savior of Intraocular
Lens Implantation”. Dr. Binkhorst develop-
ed the first “iris clip” pseudophakos that is

still in use today and has been the model for

the many iris fixation intraocular lenses

currently in vogue.

There were many other ophthalmic
surgeons who experimented with anterior

chamber lenses, both rigid and elastic, and
with internal and external fixation. None of

these anterior chamber lenses was
successful with the exception of the Choyce
Mark VII, which is used today. Dr. Epstein

designed a “collar stud lens” by modifying
the original Ridley lens with a deep equa-
torial groove as a safeguard against dis-

location. This lens eventually evolved to the

one piece Maltese-cross lens used today and
known as the Epstein-Copeland lens.

In January of 1975, I performed my first

intraocular lens implantation and have

performed over 300 intraocular lens

implantations since then. This paper
reports on 200 consecutive intraocular lens

implantations performed in 1975. Twelve
secondary implantations, ie, implantations

of an intraocular lens in an already aphakic

eye, were excluded from this study since

they present special problems that are being

reported in a separate paper. The choice of

intraocular lenses reflects my early

prejudice in favor of the Worst “iris suture

lens” as seen in Table 1. The popularity of

other intraocular lenses can be judged from
a survey conducted by the American
Intraocular Lens Society in 1975 (Table 2).

The iris suture lens has a number of

advantages. It can be used with
intracapsular or extracapsular extraction,

as a primary or secondary implant; it has no
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loops in the anterior chamber that may
cause endothelial corneal dystrophy;

because of the iris suture the pupil may be

dilated with an impunity to permit

examination of the retina; and the technique

of insertion is relatively simple once the iris

suture is mastered.

There are a number of relative

contraindications to intraocular lens

surgery that the beginning implant surgeon

must observe in order to avoid

disappointing or even disastrous results

(Table 3).

TABLE 1

TYPES OF IOL

Medallion 176 (88%)

Binkhorst 6 (3%)

Circular (one loop) 6 (3%)

Capsular 12 (12%)

TABLE 2

AMERICAN INTRAOCULAR IMPLANT SOCIETY
NATIONAL IMPLANT SURVEY

SEPTEMBER - 1975

TOTAL PERCENT
Total Number of Lens Implants 12,167 100.00

Binkhorst Iris-Clip 1,061 8.72

Binkhorst Federov 4-Loop 777 6.39

Binkhorst Irido-capsular 2,362 19.41

Worst Medallion Suture Lens 3,270 26.88

Worst Platinum Clip Lens 1,087 8.93

Worst One-Loop Clip Lens 375 3.08

Copeland Iris-Plane Lens 1,983 16.30

Choyce Anterior Chamber Lens 18 0.15

Federov ‘Sputnick’ Type II 759 6.24

Other Lenses 373 3.07

TABLE 3

Contraindications

1. Uveitis

2. Diabetes

3. Glaucoma
4. Corneal Dystrophy

5. Aniridia

6. Essential Iris Atrophy
7. Rubella Cataract

8. Anterior Segment Malformation

Surgical complications encountered in

intraocular lens implantation are
essentially the same as those found in

conventional cataract surgery (Table 4). In

the 200 intraocular lens implantations,

there were no unplanned extracapsular

extractions. Vitreous loss occurred in 1.2

percent of the intracapsular extractions but

was exceedingly high (9%) with
extracapsular surgery. The high incidence

of vitreous loss in extracapsular extractions

is explained by my attempt to perform an
extremely “clean” extracapsular extraction

so that the need for later discission would be

kept to a minimum. Vitreous was lost in the

first three extracapsular cases but no

vitreous loss has occurred in any
extracapsular extraction since that time.

TABLE 4

Surgical Complications

1. Ruptured Capsule

2. Vitreous Loss

0

5 (2.5%)

Intracapsular 2 of 165 (1.2%)

Extracapsular 3 of 35 (9.0%)

Postoperative complications were
surprisingly few (Table 5). Subluxation of

the posterior lens loops into the anterior

chamber occurred frequently; but with

minor difficulty the loops were easily

repositioned by dilating the pupil with ]/2

percent Tropicamide, placing the patient in

a supine position, and then constructing the

pupil with 4 percent pilocarpine once the

loops were in place.

TABLE 5

Postoperative Complications

1. Hyphema 2 (1.0%)

2. Shallow Anterior Chamber (temp.) 9 (4.5%)

3. Flat Anterior Chamber 1 (0.5%)

4. Endophthalmitis 0 (0.0%)

5. Cystoid Macular Edema 18 (9.0%)

6. Retinal Detachment 1 (0.5%)

7. Subluxation 11 (5.5%)

8. Luxation 0 (0.0%)

9. Iritis 3 (1.5%)

10. Glaucoma (pupillary block) 3 (1.5%)

11. Corneal Dystrophy 5 (2.5%)

12. Intraocular Lens Removed 1 (0.5%)

13. Death 0 (0.0%)

Cystoid macular edema is a poorly

defined entity among intraocular lens

implant surgeons. In my opinion, the

diagnosis should be limited to intraretinal,

extracellular edema demonstrable by
fluorescein angiography. Using this

definition, there were 18 such cases; but in
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only 2 of them were there permanent
impairments of visual acuity. Retinal

detachment occurred in one case (0.5%) as

compared with the usual aphakic retinal

detachment rate of 2 to 3 percent. At the

present time, there is no strong evidence to

indicate that a pseudophakos produces any
higher incidence of cystoid macular edema
or retinal detachment than does
conventional cataract surgery.

One patient required removal of the

intraocular lens but this was not because of

any defect in the lens itself. Rather, it was an

early case in which I placed the iris suture

too high in the iris and tied it too tight,

causing the pseudophakos to ride high and
produce corneal edema in the upper one-

third of the cornea. The cornea quickly

cleared with removal of the pseudophakos,

and the patient has a corrected visual acuity

of 6/6 at the present time. This patient,

however, is dissatisfied with his aphakic

correction and has enthusiastically urged
me to perform a secondary implantation on

that eye.

Secondary implantations are discussed in

a separate paper but a brief observation is

in order here. Secondary implantation

should not be attempted until the implant

surgeon has performed at least 100 primary
implantations. The difficulties and
complications associated with secondary

implantation make it a procedure that

should be undertaken only under special

conditions and consultation with another

experienced implant surgeon.

Postoperative visual acuity was similar to

that reported by Hirschman 3 and Beale 4

(Table 6).

TABLE 6

Postoperative Visual Acuity

6/12 or Better

Beale 85%
Hirschman 83%

Azar 81%

The beginning implant surgeon should

not be hesitant about postponing the

implantation when surgery is not

progressing as he might wish. Because of

the possibility that the lens implantation

may be cancelled, it is important that the

“informed consent” form reflect this

possibility and give the final decision as to

whether or not the lens should be implanted
to the ophthalmic surgeon at the time of

surgery. A colleague in California has been
sued for “malpractice” for deciding during
the surgical procedure that it was
imprudent to proceed with the planned
intraocular lens implantation.

There are a number of excellent

postgraduate courses in intraocular lens

implantation now available to the
experienced cataract surgeon. The
ophthalmic surgeon who intends to perform
this operation should attend at least one of

these courses and then observe an
experienced implant surgeon perform a

number of implantations. If possible, the

first few implantations should be performed
with the assistance of an experienced

implant surgeon. The beginning implant
surgeon will find that fewer of his

intraocular lens patients will attain a 6/6

visual acuity than do his conventional

cataract patients (Table 7). Less than half of

the patients with intraocular lenses attain

this perfect vision. Other implant surgeons
report similar findings (Table 8). Visual

acuity of 6/12 or better is attained in a

satisfactory number of patients, but still less

than is seen in conventional cataract

surgery. These percentages are also

compatible with the findings of other

TABLE 7

Final Visual Acuity

CC IOL

6/6 88% 48%
6/12 6% 33%
6/30 3% 12%

6/60 3% 7%

6/12 94% 81%
or better

TABLE 8

Final Visual Acuity - 6/6

IOL

Shepard 49%
Hirschman 48%
Azar 48%
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implant surgeons (Table 10). Even with this

lower final postoperative visual acuity, the

patient with a pseudophakos is a happier

one because of his more “comfortable

vision”.

TABLE 9

Final Visual Acuity

6/12 or better

cc IOL

Maumanee5 Binkhorst7 62.3%

I 97% (Nordlohne)

II 25% Pearce8 67.0%

III 62% Azar 81.0%

Total 69% Hirschman 83.0%

Strow6 79% Beale 84.9%

Azar 94% Shepard9 86.5%

Conclusion

Intraocular lens implantation will not

replace other methods of rehabilitating the

aphakic patient, but it does give the

ophthalmic surgeon a new and exciting

means of correcting aphakia. Improved
aphakic spectacles, continuous wear contact

WANTED

Louisiana — Emergency Department

Physicians — $53,000.00 guarantee.

Quality nucleus needed for expansion

of established group. Superb facilities

and medical community. Graceful old

south atmosphere. Excellent hunting,

fishing, water sports, climate.

Fringes:

Malpractice, Major-Medical, Hospi-

talization, Life, Disability.

Call or Send C.V.:

GCEP
3325 Plainview, Suite 7

Pasadena, Texas 77504

(713) 943-1918

lenses and keratophakia will continue to

serve our aphakic patients. The ophthalmic

surgeon will have to individualize his choice

of aphakic correction depending on the

patient’s needs and the surgeon’s own
experience and capabilities. Intraocular

lens implantation is a technique that many
ophthalmic surgeons can learn and offer

their patients. The pseudophakos is not a

panacea but it is a proved and safe surgical

method of correcting aphakia.
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Leiomyomas of the Uterus with Pregnancy

• “Patients in the later childbearing age are particularly

susceptible to uterine myomas complicating pregnancy.”

W. J. BEAN, MD
M. A. CALONJE, MD

J. GESHNER, BS
Metairie

Leiomyomas of the uterus occur with

I increasing frequency with increasing

age. Patients in the later childbearing age
are particularly susceptible to uterine

myomas complicating pregnancy.

The size and position of benign tumors
during pregnancy determine how much
effect they will have upon the outcome of

pregnancy. A small myoma in the lower

uterus could interfere with a vaginal

delivery at term, whereas, a relatively large

uterine tumor can be attached to the fundus
without interfering with the pregnancy or

delivery. A polypoid myoma extending from
the outer border of the uterus usually can be

tolerated, whereas an intrauterine
extension can cause premature labor or

weakening of the uterine wall.

It is desirable for the obstetrician to be
fully aware of the size, location and extent of

uterine involvement of the uterus by a

leiomyoma.

Case Report

1-27-75. A 33-year-old, Para IV, Gravida VI patient

with an LMP of October 1, constant spotting, a uterus

small for dates, and a lobulated feel of the uterus was
examined by pulsed ultrasound. The ultrasound

examination demonstrated a 12-week-size uterus with

a viable gestational sac, a 3 cm fibroid in the wall of the

fundus (Fig 1) of the uterus, and asymmetry of the

uterus due to several smaller leiomyomas of the uterus.

On the basis of a viable pregnancy, no placenta

praevia, and fibroids of the uterus as the cause of the

light bleeding, the pregnancy was followed to term.

The vaginal delivery was normal.

Bleeding in pregnancy is a common complication

and it is helpful to the clinician to know whether it is

due to threatened abortion, missed abortion, placenta

praevia, ectopic pregnancy, uterine tumors, or one of

the many less common causes.

In this case, the presence of small leiomyomata of the

From the Radiology Department, East Jefferson

General Hospital, 4200 Houma Blvd., Metairie, La.

70002.

uterus and a viable gestational sac observed with

ultrasound, the clinician could be assured that the

small amount of bleeding would probably not interfere

with the progression of pregnancy.

The small size of the patient’s uterus on the basis of

the menstrual history was of concern to the obste-

trician. The possiblility of arrested development of the

pregnancy or death of the embryo had to be considered.

The ultrasound examination was able to determine
that a viable pregnancy was present, and the menstrual
history did not accurately reflect the date of conception.

Fig la. This transverse scan 10.5 cm craniad from
the symphysis pubis demonstrates the enlarged uterus

(large arrow). The 3 cm fibroid of the uterus (small

arrow) is seen to extend half in and half outside the

uterine wall. Each large square is 3 cm.

Fig lb. This midline longitudinal scan demonstrates

the urinary bladder (U), the 12-week-size uterus (iarge

arrow), and the fibroid (small arrow) at the fundus of

the uterus.

Discussion

Ultrasound can identify the developing

gestational ring as early as four weeks after
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conception. The enlarging ring can be

followed until the 12th to 14th week at which

time the fetal skull can be identified and

accurately measured. Thus, there is an

accurate means of assessing the stage of

pregnancy from four weeks after conception

to term with better accuracy than either

menstrual history or palpation.

The ability of ultrasound to adequately

delineate the uterus and its contents makes
it a very useful tool to identify abnormalities

of pregnancy early so that the physician

knows what to expect and what possible

emergencies might occur.

With all the experimental work thus far

accomplished with ultrasound, no danger
has been found at the energy levels used

with diagnostic examinations. It is thus an
ideal instrument to evaluate the progression

of pregnancy and the abnormalities.

Obstetric ultrasound can diagnose a

number of abnormalities (Table 1). It is so

safe and useful that all pregnant patients

should have the benefit of sonic examination

to confirm the development of the

pregnancy, to confirm the expected date of

confinement, and to identify abnormalities

prior to problems so that there are no

surprises for the obstetrician.

An obstetric echogram should include

uterine size and shape, fetal position,

gestational age, biparietal diameter, chest

diameter, placenta position and extent,

abnormality of fetus and uterus, and any

abnormality that could complicate the

pregnancy or the delivery.

TABLE 1

CONDITIONS IDENTIFIABLE IN PREGNANCY
WITH DIAGNOSTIC ULTRASOUND

Presence of Pregnancy (6 weeks post LMP)
Gestational Age of Pregnancy (+/-2 weeks)

Multiple Pregnancy

Viability of Fetus

EDC
Acrania

Fetal Hydrocephalus

Polyhydramnios

Placenta Praevia

Molar Pregnancy

Uterine Fibroids Complicating Pregnancy

Ectopic Pregnancy

Ovarian Tumors Complicating Pregnancy

Abdominal Pregnancy

Blighted Ovum
Missed Abortion

Marginal Placenta

Hydrops Fetalis

Fetal Demise within 24 hrs

Bifid Uterus and Pregnancy

Ruptured Uterus

Phocomelia

Siamese Twins

Double Placenta

Fetal Sex (occasionally)
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Mediastinal Tumors.

III. Cystic Thymoma
SEYMOUR FISKE OCHSNER, MD

New Orleans

Thymic tumors are said to comprise
about 10 percent of mediastinal neo-

cystic change in thymic tumors is rare. In

adult patients, the cysts may be true cysts of

the thymus or may result from extreme
cystic degeneration in thymomas. Some of

these cysts can be detected radiographically

because of a thin rim of calcification or “egg-

shell” in the capsule of the cyst. Harper and
Guyer 3 reported such peripheral
calcification in six cysts in a series of 65

shell” calcification encountered in a series of

27 patients with thymic enlargement seen at

Ochsner Clinic from 1944 to 1965.

Frontal ropntcrpnncrram IFicr 11 of a L9-

y

Fig 1. PA roentgenogram of chest. A soft tissue mass
is superimposed on left border of heart.

From the Department of Diagnostic Radiology,

Ochsner Medical Institutions, 1514 Jefferson

plasms, 1 but Leigh and Weens2 report that
/

cases, but the following is the only “egg-

Radiographic Findings
Fig 2. Lateral roentgenogram indicates the tumor is

in anterior mediastinum.

/

Reprint requests to Dr. Ochsner, 1514 Jefferson

Highway, New Orleans, Louisiana 70121.

Highway, New Orleans. Fig 3. Close-up view of lateral roentgenogram shows

a thin rim of calcification in the superior and anterior

border of cystic thymoma.
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along the left border of the heart. In lateral

view (Fig 2), a vague soft tissue mass could

be identified in the anterior mediastinum

obscuring the anterior border of the heart

and aorta. Close-up evaluation (Fig 3)

indicated that there was a thin rim of

calcification, best seen on the superior and
anterior rims of the mass.

When resected, the mass proved to be an

epithelial type of thymoma with extensive

fibrosis and cystic degeneration. Plaques of

calcium were present in the periphery of the

cystic area.

References
1. Ochsner A, Burch A: Tumors of the thymus. Surg

Clin North Am 46:1437-1446, 1966

2. Leigh TF, Weens HS: The Mediastinum. Ed 1.

Springfield, Charles C. Thomas, 1959, p 108

3. Harper RAK, Guyer PB: The radiological

features of thymic tumors. A review of sixty-five cases.

Clin Radiol 16:97-105, 1965
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Electrocardiogram

of the Month

Editor

NORTON W. VOORHIES, MD
New Orleans

Accentuate the Negative - Eliminate the Positive

STEPHEN P. GLASSER, MD
Tampa

The exercise electrocardiogram shown below was obtained from a 45-year-old white

woman with chest pain. She was on no medications, was not hypertensive and had no

cardiomegaly.

What is your diagnosis?

Elucidation is on page 320.

Dr. Glasser is an associate professor of medicine, University of South Florida, Tampa, Florida 33612.

Bibliography will be furnished upon request.
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Doyou feel qualified to

diagnose your

insurance policy?
-

.At Group Consultants we’ve offered

you a comprehensive insurance

program sponsored by the LSMS since

1972. But we know that terms can

sometimes be confusing in making any

decision about insurance, so here are

some of the most commonly misused

terms and what they really mean.

Non-cancellable: A contract in which

the insurer can not change provisions

of the contract while it is in force.

Unfortunately this usually means the

rate will not be adjusted downward

either.

Guaranteed renewable: A contract in

which the insurer can not change

provisions of the contract except the

premium rate for a specific class of

people. For example Group

Consultants has just reduced

premiums on LSMS disability plans

for all members under 40.

LSMS disability renewal guarantee:

That provision of your LSMS
sponsored plan which guarantees that

your plan cannot be terminated except

by the LSMS, and only when another

LSMS sponsored plan replaces it.

Conversion of your old plan is

guaranteed, thereby affording

you the opportunity to acquire an

additional policy.

Personal Benefit Summary: A
detailed annual recap of personal

insurance benefits and options, made

available only to participants in the

LSMS sponsored programs.

Rehabilitation rider: That portion of

your LSMS disability program which

provides for continuation of benefits

and supplementary payments while

you, the insured, are attempting to

retrain for your own or another

profession.

These are some of the terms as they

apply to your LSMS sponsored

disability policy. However, questions

about other provisions of your policy

may arise and we're always ready to

answer any questions you may have.

So the next time someone gives you

his diagnosis of your insurance

coverage - make sure he's diagnosing

in his specialty - call us.

GROUP CONSULTANTS, INC.
BYNUM,GRACE & KIRBY INC-

555 Building, St. Tammany St.

P.O. Drawer 66635 Baton Rouge, La. 70806

(504) 926-6303
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By LEON M. LANGLEY, JR.

Medicare’s Revised "Economic Index” to regulate increases in physicians’ charges under the

program was published by HEW in the Federal Register on September 8. For the 12 months
beginning July 1, 1976, the index is 1.276. That means 27.6% is the maximum increase

Medicare will allow in any prevailing charge for physicians’ services during those 12 months
over the corresponding charge for the same service in the same locality in the base year of

fiscal 1973.

The Nation Is in Danger of Developing Too Many Medical Schools, the Carnegie Foundation

warned last week in a report on health manpower. It said "the chief reason for new medical

schools now is to achieve more adequate geographical distribution of schools.” In 1970 the

same group, the Carnegie Council on Policy Studies in Higher Education, had recommended
expansion of medical school building. The AMA’s senior vice president for scientific affairs,

C. H. William Ruhe, M.D., commenting on the report, said the AMA has "never taken the

position that there are too many medical schools, and we disagree with (the report’s)

proposal to determine exact numbers and location of schools. ..We don’t see any evidence of

an excess of physicians. Although we do acknowledge a differential rate of growth, we aren't

ready to sound the alarm.”

Physicians Rank Highest in Ethics, according to a Gallup Poll. Asked "How would you rate the

honesty and ethical standards of the people in these different fields?” 55% of those

interviewed rated physicians either "very high" or "high." Engineers placed second with

48%, college teachers third with 44%, journalists fourth with 33%, and lawyers fifth with

25%. The honesty and ethical standards of senators and business executives were ranked

"very high” or high” by only 19% of those interviewed, and only 14% gave congressmen

this rating. Labor union leaders and advertising executives trailed with 13% and 11%
ratings respectively.

Physicians’ Fees Went Up 0.6% in July, according to the Consumer Price Index. However, the

rate of change in physicians' fees was lower than the 0.8% increase during June. It was also

lower than the index for "all services,” which was 0.7% in July, and it was the same as the

index for "all items." The Medical Care Index rose 1.0% in July, largely because of increases

in the hospital charges component. The hospital service charge index was up 1.8%, semi-

private room charges rose 2.2% and operating room charges increased 2.6%.

Development of Blood Test that may provide a method to identify whether patients have cancer

was reported to American Chemical Society. J. C. Morrison and E. T. Bucovaz of the

University of Tennessee said the blood test proved about 90% accurate in tests on some 4,200

people.

Deaths from Heart Attacks and heart disease dropped below one million last year for the first

time since 1967. Officials at the National Heart Institute attribute the decline to better

methods of diagnosing and treating heart ailments.

Benefits of Oral Contraceptives outweigh the risks, advised the American College of

Obstetricians and Gynecologists. Fewer deaths are caused by complications from the pill than

are caused by complications in pregnancy itself, said the college’s Technical Bulletin on Oral

Contraception.

John Alexander McMahon, President of the American Hospital Association, says he expects the

cost of health care in the U. S. to increase by at least 50% more than the cost of living as a

whole in the next four to five years. According to the Kansas City Times, McMahon told a

press conference here that the only alternative to such escalation would be a freeze on

medical research, the number of doctors being graduated by medical schools and other

expansion of the country’s medical system. McMahon said nationalization of health care is

not a reasonable alternative either but one excellent cost control mechanism is the Health

Maintenance Organization.
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Organization Section

The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession shoidd be a wise one.

MINUTES

EXECUTIVE COMMITTEE
LOUISIANA STATE MEDICAL SOCIETY

Baton Rouge, Louisiana

September 12, 1976

President Thomas Y. Gladney, M.D. called the

meeting to order on the above date following

adjournment of the Special Session of the House of

Delegates. This meeting was held in the Lafourche

Room of the Baton Rouge Hilton at Corporate Square.

ROLL CALL
The recording secretary checked the roll of

members, which indicated that there was a quorum
present.

Officers Present

Thomas Y. Gladney, M.D., President

Arthur G. Kleinschmidt, Jr., M.D., President-Elect

David M. Carlton, M.D., First Vice-President

F. Michael Smith, Jr., M.D., Immediate Past President

and AMA Alternate Delegate

D. H. Johnson, Jr., M.D., Vice-Chairman of House of

Delegates

H. Ashton Thomas, M.D., Secretary-Treasurer

Donald J. Palmisano, M.D., First District Councilor

Elmo J. Laborde, M.D., Third District Councilor

Robert G. Miller, M.D., Second District Councilor

Stanley R. Mintz, M.D., Fifth District Councilor

William D. Henderson, M.D., Eighth District

Councilor

Absent

Lawrence D. Kavanagh, M.D., Second Vice-President

James R. Bergeron, M.D., Third Vice-President

Eugene F. Worthen, M.D., Chairman of House of

Delegates

C. Grenes Cole, M.D., Secretary-Treasurer Emeritus

Sam L. Gill, M.D., Fourth District Councilor

Carlton L. Carpenter, Jr., M.D., Sixth District

Councilor

Conway S. Magee, M.D., Seventh District Councilor

Others Present

James H. Stewart, M.D., Past President

Gordon W. Peek, M.D., AMA Delegate

James W. Vildibill, Jr., M.D., LAMPAC Chairman
F. Michael Smith, III

Paul Perret, Associate Secretary-Treasurer

Karen Kehoe, Secretary to the Executive Committee

NEW BUSINESS
The Executive Committee discussed three films on

socialized medicine produced by Dr. F. Michael Smith,

Jr. and his son while in Great Britain. Dr. Smith
proposed extensive use of the films in a national

campaign to educate the public on the serious

ramifications of national health insurance.

Dr. Smith’s son advised the Executive Committee of

the cost of reproduction of the films by Leo Diner

Films, Inc. as follows:

Master video tape of each film $ 600.00
2” video tape copy of each film 300.00
3/4” video cassette of each film 180.00

Four (4) Super 8 copies of each film 1,241.56

(one (1) for Dr. Smith)

Total cost of film production $2,321.56

Mr. Smith further stated that, including postage and

handling, the entire cost should be approximately

$2,500.00

H. Ashton Thomas, M.D. stated that he had already

consulted the Committee on Budget and Finance

referable to this $2,500.00 expenditure, and that

Committee had no objections. Dr. Thomas further

mentioned the possibility of renting or even selling the

films.

D. H. Johnson, M.D. moved that the Executive

Committee authorize the expenditure of $2,500.00 for

the lab costs of reproduction of the three films. This

motion received a second, was voted upon, and carried.

A motion was then made by David M. Carlton, M.D.

that the Committee on Public Relations be instructed to

investigate the cost of publicizing these films. This

motion was seconded by Donald J. Palmisano, M.D.

The motion was voted upon and carried.

The next matter discussed was an invitation from

North Carolina for the LSMS to join the Association of

Professions. Upon the recommendation of Mr. Paul

Perret, this item was filed for information only.

The Executive Committee then discussed a

memorandum from the AMA regarding participation

of state medical associations in the mailing of

applications for the 1976 Physician’s Recognition

Award of the American Medical Association. Dr.

Thomas advised that he had responded to this letter

and asked what other societies were doing in this

regard. This matter was, therefore, received for filing.

A communication from John Hancock Mutual Life

Insurance Company, relative to a Surgical

Consultation Program for elective surgery was
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received for information only.

The Executive Committee then discussed the matter

of the “Living Will”. A report and a resolution on the

“Living Will”, which was adopted by the OPMS
Committee on Medicine and Religion, and approved by

that Society’s Boards of Managers and Governors were

also received. It was the consensus that the LSMS
should not take an official stand on the issue. Dr. James
Stewart offered a motion to that effect, which was
seconded, voted upon and carried.

The subject of the use of Laetrile was discussed. A
motion was made, seconded and carried to reemphasize

the LSMS position on the use of Laetrile via Capsules.

There being no further business, the meeting was
adjourned.

FAMILY PHYSICIANS
OAKDALE, LOUISIANA needs three

Family Physicians immediately. Oak-
dale, population 7,500, business trade

25,000, is located in Central Louisiana

near Alexandria. It is a thriving com-
munity with a diversified economic
base. A new, modern equipped, 61-

bed, JCAH accredited hospital com-
pleted in 1973.

FINANCIAL ASSISTANCE
AND OFFICE SPACE AVAILABLE

For detailed information call collect

or send Curriculum Vitae, Admini-
strator, Oakdale General Hospital, 130

North Hospital Drive, Oakdale, Louisi-

ana 71463 (318) 335-3700.

HUMANA, INC.
THE HOSPITAL COMPANY

P.O. Box 1438
Louisville, KY 40201

MINUTES

HOUSE OF DELEGATES
LOUISIANA STATE MEDICAL SOCIETY

Baton Rouge, Louisiana

September 12, 1976

SPECIAL SESSION

Call to Order

The meeting of the House was called to order on the

above date by the Chairman of the House. Eugene F.

Worthen, M.D.

Opening Remarks
The delegates were welcomed by Thomas Y.

Gladney, M.D., President.

Roll Call

H. Ashton Thomas, M.D., Secretary-Treasurer,

called the roll of officers, past presidents and special

delegates.

Report of Credentials Committee

Credentials Chairman, Elwyn F. Cavin, M.D.,

advised the Chairman of the House that a quorum was
present and that all credentials were in order.

Bylaws Change
Upon motion made, seconded and carried,

DIVISION THREE-BUSINESS AND LEGI-
SLATION CHAPTER VIII-House of Delegates,

Section 4. Procedure, (C) was changed and that Section

will now read:

(C) Introduction of Resolutions: To be considered as

regular business, resolutions must be presented in

writing in triplicate to the Chairman of the House and

the Secretary-Treasurer not later than thirty days

before the opening meeting of a convention of the House
of Delegates.

Announcement
The Chairman, at the suggestion of H. Ashton

Thomas, M.D., advised all delegates that due to the

early annual meeting date, March 4-6, 1977,

resolutions should be submitted the first week of

February at the latest.

The Chairman stated that the Insurance Committee

Report would be presented for informal consideration

by the House of Delegates.

The Chairman then announced, at the suggestion of

William P. Bradburn, M.D., Chairman of the

Insurance Committee that this portion of the special

session of the House of Delegates would be a closed

meeting.

The Chairman then announced that not all present

were members of the Louisiana State Medical Society

and again asked that anyone who was not a member of

the Society to please absent himself.

Report of the

Insurance Committee

with Recommendations

At this point the Chair was turned over to William P.

316
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Bradburn, M.D., Chairman of the Insurance
Committee, who gave that Committee’s report with

recommendations:

1. William P. Bradburn, M.D., Chairman of the

Insurance Committee then introduced Mr. Thomas
Avegno of Johnson and Higgins, who made opening

remarks and introduced Mr. Graham Walker, who
made a slide presentation on the history of the

Hartford/LSMS Professional Liability Insurance
program and the renegotiation of the original contract,

which resulted in the two year extension. Mr. Walker
also presented a comparative between Hartford and St.

Paul and listed services provided by Johnson and
Higgins.

2. Dr. Bradburn then introduced Mr. Richard

Thomas of Hartford and Mr. Dean Dundas. Mr.

Thomas presented the Hartford portion of the

Hartford/LSMS Professional Liability Insurance
program.

3. Dr. Bradburn thanked these gentlemen and
opened questioning from the floor.

Recess
The Chairman announced that the morning session

was concluded and that the House of Delegates would
break for lunch and would resume promptly at 1:00

p.m.

Call to Order
The Chairman resumed the special session of the

House of Delegates after lunch and announced that

immediately after the close of the House a twenty-six

(26) minute film would be presented by F. Michael

Smith, M.D., past president, and that during the film a

LAMPAC meeting would be held and immediately

following the film there would be a meeting of the

Executive Committee.

Report of the

Insurance Committee
with Recommendations (Continued)

Mr. David Bickerstaff, actuarial consultant was
introduced and explained claims paid during the past

four years, then answered questions from the floor.

1. Dr. Bradburn then introduced Mr. John Norris,

President of American Health Systems, Inc. and Mr.

David Putman, who presented a plan for a LSMS
owned captive insurance program with a slide

presentation describing the captive insurance
company program. Both men answered questions from
the floor.

2. Dr. Bradburn asked if there were any legal

questions to be addressed to Mr. Alsobrook, inasmuch
as he was leaving. Questions were asked from the floor

and answered by Mr. Alsobrook.

3. Dr. Bradburn thanked the gentlemen from these

firms for their reports.

Announcement
At the suggestion of William P. Bradburn, M.D., the

Chairman reminded the members that the meeting

was still in closed session and returned the Chair to Dr.

Bradburn, who then introduced Robert diBenedetto,

M.D., who gave a report on Investors Malpractice, Inc.

and Residual Malpractice Authority.

Announcement

The Chairman announced that informal
consideration of the Insurance Committee Report was

closed and formal consideration was now open.

Announcement

William P. Bradburn, M.D., announced that Mr.

Norris of American Health Systems, Inc., Mr. Putman,

Mr. Dorsett and Mr. McDonald would be available

after the meeting to answer questions.

Report of the

Insurance Committee

with Recommendations (Continued)

Dr. Bradburn then read all the recommendations

and asked that each recommendation be considered

separately.

Order

The Chairman announced that the motion had been

made to divide the question and there would be no

further discussion.

The report with recommendations by the Insurance

Committee was revised and adopted as follows:

1. The Insurance Committee recommends to the

House of Delegates that the report prepared by

American Health Systems, Inc., relative to the

establishment of a captive insurance company for the

Louisiana State Medical Society, be received for filing

with thanks.

2. The Insurance Committee recommends to the

House of Delegates that Johnson and Higgins is to

continue representing the LSMS on all matters

concerning the Hartford/LSMS Professional Liability

Insurance Program providing that the
recommendations by American Health Systems are

carried out by Johnson and Higgins and Hartford,

namely:

a) lower administrative costs,

b) improve risk management,
c) increase our investment income return to

our satisfaction.

3. The Insurance Committee recommends to the

House of Delegates that since we don’t have any

information concerning 1977 rates at this time, that a

decision concerning the activation of the LSMS captive

insurance company not be made at the September 12,

1976 meeting of the House of Delegates. However, the

Insurance Committee further recommends that the

House of Delegates develop a mechanism whereby such

a decision could be made after the Society is notified by

the Hartford on November 1, 1976 of the 1977 rates for

Professional Liability Insurance.

4. If the Insurance Committee is successful in

getting in writing an extension of the present 1976

rates for the first sixty (60) days of 1977, as indicated by
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the Hartford, the Insurance Committee recommends
that the House of Delegates discontinue

implementation of the LSMS captive until the Society

is notified in November what the 1977 Professional

Liability rates will be. If the Insurance Committee does

not receive written notification of the extension, the

Insurance Committee recommends that the House of

Delegates appropriate an additional $75,000.00 for the

continued implementation of the LSMS captive

insurance company between September and

November of 1976.

Resolution

The following resolution, with amendments, upon

motion made, seconded and carried, was adopted:

RESOLVED, that the standby LSMS captive

insurance company not be activated at this time and

further that this House of Delegates in special

assembly, September 12, 1976, does hereby instruct:

a) An ad hoc sub-committee of eight members,
chaired by Arthur Kleinschmidt, M.D., president-

elect, be appointed and make an in-depth study of all

ramifications of the Hartford 1977 proposed rates

when available on or about November 1, 1976 and

when such study is complete that,

b) The ad hoc sub-committee will make a

recommendation through the Insurance Committee
to the LSMS Executive Committee and

c) The Executive Committee will take under
advisement the above recommendation and input

from any member of LSMS desiring to express

himself upon this matter and make the final decision

as to activation of an LSMS captive insurance

company.

d) The House of Delegates receive for filing with

thanks the recommendations and report of the

Insurance Committee as circulated.

RESOLVED, that the House of Delegates request

the ad hoc sub-committee to explore the availability

of malpractice insurance through LSMS with

Residual Malpractice Insurance Authority.

Adjournment

Upon motion made by Ralph Riggs, M.D., seconded

and carried, the Chairman of the House of Delegates,

Eugene F. Worthen, M.D., declared the special session

of the House of Delegates adjourned.
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ELECTROCARDIOGRAM OF THE MONTH

See Eureka for Home Loans

2525 Canal Street Phone 822 0650
1 10 Belle Chasse Hwy.
West Bank Division

EUREKA HOMESTEAD SOCIETY

Electro-

cardiogram

of the Month
ELUCIDATION

Discussion

The resting EKG shows changes
consistent with ischemic (horizontal ST
segment depression of 1.5 mm). These
changes however worsened with standing

(and hyperventilation) and improved
during and post exercise. Coronary
arteriography was normal.

Exercise electrocardiography is a

valuable and an increasingly utilized

procedure in clinical practice. A properly

administered test in a patient without left

ventricular hypertrophy, without certain

valvular lesions and on no medications

carries the implication of a high probability

for symptoms of ischemic heart disease. It is

equally important then to be aware of false

negative tests (which may occur in 40 to 50

percent of patients with certain types of

single vessel disease) 1 as well as false

positive tests—that is—abnormalities—on

the exercise tracing that do not have the

same connotation as a typical ischemic

response. Recently described is such a

syndrome and it is referred to as

vasoregulatory asthenia. 2 * 5 Friesinger, et

al, followed 40 such patients and in a three

year follow-up none developed findings of

ischemic heart disease.2 Jacobs, et al,3

studied 5 of 11 such patients and found

normal coronary angiograms in each.

The term vasoregulatory asthenia is

favored by many because the term suggests

that these patients have abnormal
autonomic responses to ordinary
cardiovascular stress.3 It is not surprising

then, that these changes may be abolished or

modified by beta adrenergic blockade

further confusing it with ischemic heart

disease.

This finding in no way invalidates the

usefulness of exercise testing but points out,

that as with any laboratory test a certain

amount of caution needs to be applied to

both positive and negative results.
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Fiberoptic Bronchoscopy: Experience with

100 Consecutive Patients

• Data concerning 106 consecutive fiberoptic
bronchoscopic procedures are presented. Indications, results,

and complications are discussed.

S
INCE Ikeda introduced the fiberoptic

bronchoscope, 1 it has become a useful

tool for the internist in both diagnosis and
therapy of pulmonary diseases. Between
October, 1973, and December, 1974, 106

fiberoptic bronchoscopic procedures were
performed on 100 patients by the trainees in

the Pulmonary Diseases Section of the

Tulane University School of Medicine. This

article relates the experience with
discussion of the methods used, results, and
complications.

Materials and Methods

All of the 100 patients bronchoscoped

during this period were on the Tulane

Medical Service. All of the procedures were
performed either in a treatment room or, if

the patient could not be moved, at the

bedside by a physician trained in intubation

and resuscitation. The standard technique

"Instructor of medicine - Fellow in pulmonary

diseases, Tulane University School of Medicine. Dr.

Saleeby is now stationed at the Naval Hospital at

Beaufort, S.C.

""Professor of medicine - Tulane University School

of Medicine.

"""Professor of medicine - director of Pulmonary
Section, Tulane University School of Medicine.

Bibliography will be furnished upon request.

PHILIP R. SALEEBY, MD*
HANS WEILL, MD**

MORTON M. ZISKIND, MD***
New Orleans

has been employed 2
~
3

. Briefly, all patients

are given an IPPB treatment three minutes

before the procedure with 4 cc of 2 percent

lidocaine. This has reduced coughing
during the procedure noticeably and less

lidocaine has been required. After the IPPB
treatment, a small dose of meperidine and
atropine is given. If the patient has any form
of respiratory impairment, meperidine is

withheld. If free aspiration of secretions is

required, atropine is withheld. The nose and
throat are anesthetized with cetacaine and a

transnasal guide is introduced. The
procedure continues with spraying of 2

percent lidocaine on the vocal cords and
later the bronchi as needed to control

coughing. We have had no lidocaine toxicity

while using this method. Low flow nasal

oxygen is used throughout the entire

procedure and is continued for three hours

after to treat any hypoxia produced by
suctioning and washing that can persist for

hours after the procedure4-6 . Washings,

brushings, and biopsies were performed

without removing the fiberscope.
Transbronchial biopsies were done utilizing

the technique of Anderson 7
.

Equipment : The fiberscope used is the

Olympus BF5B2, which has an outside
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diameter of 5 mm and a flexion of +130° to -

30° at the tip. A halogen cold light source

(model CLE) is used with the scope. The

instrument is cold sterilized for 30 minutes

after each procedure in a solution of

betadine and alcohol and wrapped in

cellophane.

Indications and Results

A list of indications for fiberbronchoscopy

in these 100 patients is given in Table 1. Of
the 21 patients who were examined because

of persistent infiltrates, 14 had bacterial

pneumonia which cleared through clinic

TABLE 1

indications for Fiberbronchoscopy

Indication No. ol Patients

Tumor Suspect 60

Persistent Infiltrate 21

Atelectasis 5

Tracheo-esophageal fistula 2

Pleural effusion 2

Hemoptysis 2

Diffuse Lung Disease 1

Lung Abscess (Drainage) 7

follow-up. Patients with clinical bacterial

pneumonia were not bronchoscoped for

culture material although this is a clinically

useful procedure as demonstrated by
Sackner8 utilizing a brush inside a flexible

sheath. If infiltrates failed to resolve, the

patients were fiberscoped. Of the other

seven patients, five had typical tuberculosis

which could not be demonstrated on
concentrates of expectorated sputum. By
washing and brushing the involved
segments, the tubercule bacilli were readily

identified. One patient had Battey
mycobacteriosis and another had
blastomycosis demonstrated only by
bronchial biopsy during fiberbronchoscopy.

Seven patients with lung abscesses were
fiberscoped to establish drainage early in

their course after conservative measure, ie,

postural drainage, IPPB, or antibiotics had
not been effective. Five of the abscesses
were on the right side, three were in the

right lower lobe and two in the right upper
lobe. In each case drainage was established

by washing and brushing the involved

segment. We did not use fluoroscopy, but
Wanner using this method 9 was unable to

enter two bacterial abscess cavities; but he

was able to establish drainage in each case.

In one of our cases the abscess caused by
anerobic streptococci and complicated by
bronchopleural fistula and a huge empyema
was drained through the bronchus by the

fiberscope. Drainage of pulmonary
abscesses through the fiberscope in our

series was not complicated by rupture of the

abscess with subsequent “drowning” of the

patient. The 1.5 mm aspiration channel of

the fiberscope was adequate for suction in

each case.

Five patients had atelectasis associated

with infection, two with left lower lobe

collapse, one with right lower lobe collapse

and one each with total collapse of the right

or left lung. In each case except one (left

lower lobe collapse), thick secretions were
suctioned and washed with relief of the

atelectasis. In the only case in which
atelectasis was not relieved, no central

obstruction was seen and the atelectasis

cleared up on treatment of the infection

which in this case was tuberculosis.

Two patients with suspected tracheo-

esophageal fistula from esophageal
carcinoma were fiberscoped but they did

not have fistulas. Two patients with pleural

effusions had normal bronchoscopies and
the effusions cleared without subsequent

diagnosis being made. Of two patients with

hemoptysis, one had bronchiectasis and the

other chronic bronchitis. The one patient

with diffuse lung disease had sarcoidosis

diagnosed by transbronchial biopsy.

The largest group fiberscoped were
patients suspected of having carcinoma.

Sixty patients in this category were
fiberscoped. Of these, 55 had carcinoma
proved by cytology, biopsy, or suspected

clinically through follow-up. Of the other

five, two had normal bronchoscopies and
uneventful follow-up; one had aspergillosis

and inactive tuberculosis proved at surgery;

one had silico-mycobacteriosis proved at

surgery; and one had inactive tuberculosis.

Of the 55 patients with carcinoma, the cell

types were variable with the majority (26) of

cases being squamous cell (one patient had
two tumors) followed by undifferentiated

carcinoma (9), oat cell (8), adenocarcinoma
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(7), and carcinoma in situ (2). In four cases,

the diagnosis was not established. Our

findings are summarized in Table 2 and in

the following discussion.

Heavy sedation is unnecessary with the

fiberoptic procedure and many of our cases

were performed without any sedation.

Diagnostically, the bronchoscopist’s

TABLE II

Tumors Visible by Fiberbronchoscopy

Positive

Cell Type
Number of

Cases
Present in Upper

Lobes

Seen in

Segmental
Bronchi

Brushings
Positive

Washings
Positive

Post-
Broncho
Sputum

Biopsy
Positive

Adeno carcinoma 3 100% 67% 66% 66% 0% 33%

Squamous Cell 23 35% 9% 61% 61% 48% 52%

Gat Cell 5 80% 20% 20% 20% 20% 80%

Undiff. Ca. 6 67% 33% 50% 66% 33% 83%

Ca-in-situ 2 100% 0% 0% 0% 0% 100%
39 21 (54%) 7 (18%)

Diagnosis established in 38 of 39 visible tumors, or 97%.

Tumors Not Visible by Fiberbronchoscopy

Adeno carcinoma 4 75% ... 5 0% 50% 0% 33%

Squamous Cell 3 0% ... 3 3% 66% 66% ...

Oat Cell 3 33% ... 3 3% ... 3 3% ...

Undiff. Ca. 3 33% ... 33% 33% ... ...

Diagnosis not

Established 4 25% ...

17 6 (35%)

Diagnosis established in 6 of 17 "invisible" tumors, or 35%.

Discussion

Transnasal fiberbronchoscopy intro-

duced in 1968 has become a useful tool of the

internist trained in pulmonary diseases

both in diagnosis and therapy of pulmonary

disease. Argument over whether or not the

patient should be intubated for this

procedure exists 10
. Of over 24,000

procedures performed with the fiberscope,

54 percent were performed transnasally

with only one death reported as a result of

this procedure 11
.

The advantages of fiberoptic

bronchoscopy over rigid bronchoscopy are

many. We have been impressed with wide

patient acceptance of this procedure. Most

patients have expressed no reluctance to a

repeat fiberoptic bronchoscopic
examination. There is essentially no pain or

discomfort associated with it. We feel there

is no need for intubation in most cases.

December 1976 — Vol. 128, No. 12

range of view is extended with the

fiberbronchoscope since one is able to see

beyond the subsegment level in every

bronchus. Therefore, diagnosis of small

subsegmental lesions which could not be

seen with the rigid scope can now be

accomplished. Fiberoptic bronchoscopy can

be performed at the bedside through

tracheostomy tubes and even endotracheal

tubes if the patient is too ill to be moved. The

fiberbronchoscope is the instrument of

choice in patients with neck injuries or

spinal deformities which would prevent

passage of the rigid scope. Cultures can be

obtained with ease from persistent pneu-

monias, and transbronchial biopsies of

diffuse lung disease can be done and

possibly prevent a thoracotomy.

Therapeutically, the flexible scope can be

used to suction thick secretions and plugs

causing atelectasis of segments or even

lobes. The ease of fiberbronchoscopy allows
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this procedure to be repeated frequently if

necessary. One can follow the course of any

intrabronchial disease with the fiberscope.

Educationally, trainees can be taught

bronchial anatomy and intrabronchial

disease during teaching of the fiberoptic

procedures. Sackner has outlined many
research applications for the fiberscope

including studies on tracheal mucus
velocity, regional gas exchange ratios, and

lobar hemodynamics 12
.

In our series of 106 procedures in 100

patients, the majority — 60 — were
performed in search of tumors with 56

tumors located. Of the 39 visible tumors, 21

had positive brushings (54%); 21 (54%) had
positive washings; 14 (36%) had positive

post-bronchoscopy sputums; and 24 (62%)

had a positive biopsy. In 9 of the 39 cases, a

diagnosis was established by the biopsy

alone. A diagnosis was obtained in 38 of 39

visible tumors or 97 percent. Twenty-nine of

the 39 or 74 percent were diagnosed by
cytological methods. Our results vary from

those of Solomon, et al, 15 who questioned the

use of washings when the brushings in his

series of 46 tumors were positive in 45 of 46
and the washings of 7 of 46. We feel that the

biopsy technique should be reevaluated and
a better biopsy instrument devised to make
a greater yield in diagnosis. At this point in

time, we would recommend performing all

of these cytological procedures since the

morbidity is low and the results are often

positive. In the tumors not visible with the

scope a diagnosis was made in 35 percent.

This compares with the study of
Richardson, et al 16

, who obtained a positive

cytological diagnosis of 88 percent in 74

patients with central tumors. Takita17 made
a diagnosis in 63 percent of tumors with the

fiberscope in which primary lesions or

secondary changes were seen.

Perhaps the greatest advantage of

fiberbronchoscopy is the ability to see

farther than the segmental level. This
ability is of great importance in early

diagnosis of tumors. The only study showing
this is by Kounat, etal 18

,
who showed that all

third order; 74 percent of fourth order; and
36 percent of the fifth order bronchi were

entered; and up to 86 percent of the fifth

order, and 56 percent of sixth order bronchi

were visualized with the fiberscope. The
upper lobes were more accessible than the

lower lobes with 75 percent of fourth order

bronchi in the RUL entered; 92 percent of

the fifth order bronchi were visualized; and

54 percent of the fifth order bronchi in LUL
visualized. This is important since in our

series 27 (49%) of the tumors were in the

upper lobes with 7 (18%) of the tumors
visualized in the segmental bronchi or

beyond. In determining sources of

hemoptysis in 71 patients, Smiddy found the

bleeding site at the subsegmental level of 66

in 71 patients 19
. Zajaczkowska20 found 42

percent of lung tumors in the upper lobes.

Skitarilio21 found the diagnostic accuracy of

specimens from the flexible scope to be

91.6 percent compared with 80.20 percent

from the rigid scope. She related this to the

increased ability of the flexible scope to

obtain specimens from the upper lobes.

Bernstein 22 in reviewing 2,000 rigid

bronchoscopies found 819 primary
neoplasms with a correct diagnosis by
cytology of 57 percent. The yield with

fiberoptic bronchoscopy is clearly superior.

An exciting application of the fiberscope

is the ability to do transbronchial lung

biopsies in the diagnosis of diffuse lung

disease. Levin, et al 23
,
made a diagnosis in 26

of 33 cases (79%) of diffuse lung disease

utilizing the fiberscope with the biopsy

forceps supplied by the manufacturer

without significant morbidity. Anderson in

300 cases 7 utilizing different forceps

through the rigid scope made a diagnosis in

80 percent of his cases with the

transbronchial biopsy. However, he had a

significant rate of pneumothorax (14%).

In our series, we attempted one biopsy of

diffuse lung disease and obtained a

diagnosis of sarcoid on the second try. The
patient developed a pneumothorax on the

first attempt. This was treated with small

tube suction and, with the chest tube in, a

biopsy was positive on the second attempt.

We attempted five other TBBS in segmental

disease and obtained a diagnosis in three of

the five cases (Table 3) without any
morbidity. After this series, we have
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subsequently used fluoroscopy for

localization of transbronchial biopsies since

both the brush and the biopsy forceps can

reach the pleural surface.

TABLE 3

Results of Transbronchial Lung Biopsy in Segmental

and Diffuse Lung Disease

TBB Diagnosis Final Diagnosis

1. Interstitial Fibrosis Same
2. Organizing Pneumonia Same
3. Sarcoid Same
4. Alveoli with atypical cells Undiff. Ca. (brushing)

5. Adeno squamous Ca. Same
6 Anthrasilicotic nodule Oak Cell Ca. (brushing)

necrosis

Complications of fiberbronchoscopy have

been minor. One patient had a fever spike

the night following the procedure. One
patient had bleeding during bronchial

brushing which prevented biopsy, but did

not embarrass the airway. Only one

complicating pneumothorax, mentioned

above, occurred in the series. One
terminally ill patient with metastatic

carcinoma expired eight hours after the

procedure during which she experienced

mild bronchospasm which was rapidly

reversed by bronchodilators. In conclusion,

the fiberbronchoscope is a new tool of the

pulmonary specialist which has great

diagnostic and therapeutic powers and only

minor adverse effects.
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Tuberculous Infection in New Orleans

• The author reports that tuberculosis persists in the city’s

slums. In other areas of New Orleans it is less prevalent, and

other methods of detection are needed.

HARRY B. GREENBERG, MD
New Orleans

I
N 1974, a television news broadcast cited

New Orleans as having an unusually

high incidence of tuberculous infection.

Although the news broadcaster erred in

using the wrong statistics, I felt obliged to

review our data on the subject. When I did, I

found former sources of information were
gone. The programs for tuberculin testing

school children and community wide chest

x-ray screening had been abandoned a few

years before. 1
'
2

Information about 1973 tuberculous
infection was available mostly from eight

clinics in the city’s slums and from the

contact investigation program of the New
Orleans Tuberculosis Clinic. I sampled
infants and preschool children from these

clinics (since the tuberculin tests of older

children and adults might reflect long-past

rather than recent infection) to determine

whether or not tuberculous infection was
prevalent.

Sample Populations

The sample populations comprised the

647 infants (less than 1 year of age) and

13,150 preschool children (1-5 years of age)

who had attended one of the eight Maternal

and Child Health Care Clinics and who had

been skin tested at the clinic for tuberculous

infection during 1973. Also included were
the 80 infants (less than 1 year of age) and

358 preschool children (1-5 years of age)

who were tested at the New Orleans

Tuberculosis Clinic during 1973, in a

program for contact investigation.

The infants and children tested at the

New Orleans Tuberculosis Clinic were
referred there because of contact or

suspected contact with tuberculous adults.

Dr. Greenberg is Clinician, New Orleans Health

Department.

On the other hand, the population of the

Maternal and Child Health Clinics sought

general care that included immunizations,

advice about nutrition, and social services.

Located in or near the city’s slums, the eight

Maternal and Child Health Clinics provided

services to impoverished mothers and their

children. Infants and children at these

clinics had tuberculin skin tests on their

initial or second visit, as a matter of routine.

Materials and Methods

The Louisiana State Health Department
provided the purified protein derivative

tuberculin (PPD-T in a concentration of 5

TU per 0.1 ml) that was used for testing.

Clinic personnel kept records identifying

each infant and child and the results of his

tuberculin test, and New Orleans Health

Department nurses performed all tests.

They used a disposable tuberculin syringe

with needle to inject 0. 1 ml of PPD-T into the

most superficial layer of the skin of the

infant’s or child’s forearm. A nurse

examined the test site after two to four days,

using a ruler to measure the response to the

nearest millimeter of induration. 3

Infants and children with indurations of

10 mm or more in longest diameter were

considered tuberculous infected; those with

indurations of 1-4 mm, not tuberculous

infected; and those with indurations of 5-9

mm, doubtful. Infants and children with

doubtful responses were retested at distal

sites. If the second test provoked a response

of 10 mm or more, they were considered

tuberculous infected. 4

Results

Incidence of tuberculous infection; - Only

0.46 percent of the infants attending the

Maternal and Child Health Care Clinics

were found to be tuberculous infected.
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Infection was somewhat more prevalent

among the preschool children, as Table 1

shows:

Table 1

8 Maternal and Child Health Care Clinics

Age in Number of Number Incidence of

years infants &

children

tuberculous

infected

infection

<i 647 3 0.46

1-4 10,415 74 0.71

5 2,735 30 1.1

On the other hand, 12.5 percent of the

infants who were contacts or suspected

contacts of tuberculous adults were found

to be infected. The preschool children in the

contact investigation program of the New
Orleans Tuberculosis Clinic also had a high

incidence of tuberculous infection, as Table

2 shows:

Table 2

Contact Investigation Program of the

New Orleans Tuberculosis Clinic

Number of Number Incidence

Age in infants & tuberculous of

years children infected infection

1 1 80 10 12.5

1-4 279 8 2.9

5 79 6 7.6

Incidence of tuberculous disease',- Five,

about 0.04 percent, of the infants and
children tested at the Maternal and Child
Health Care Clinics had primary active

disease. Among the contacts or suspected
contacts of tuberculous adults, active
tuberculosis was proportionately higher.
Six of the children, about 1.4 percent, had
primary active disease.

Treatment;- Antituberculosis chemo-
therapy was given to the 11 children with
active disease. Preventive treatment, with
isoniazid and usually with pyridoxine
(Vitamin B-6), was also offered to those who
were tuberculous infected. Infants and
children with doubtful (indurations, 5-9

mm) tuberculin tests were also offered
chemoprophylaxis if they had a history of

contact or suspected contact with a

tuberculous adult.

Comment
Tuberculous infection was not considered

prevalent in the slums of New Orleans nor,

by inference, in the rest of the city. I found

recent infection (reflected by the positive

tuberculin skin tests of infants and
preschool children) in the slums comparable
with or only slightly above that5 observed

nationwide among diverse and perhaps less

sensitive populations, as Table 3 shows:

Table 3

Infants and Preschool Children*

Percent Tuberculous Infected

Age in New Orleans Nationwidef

years slums

<1 0.46

1-4 0.71 0.45

5 1.1

* Under first grade.

t Tuberculosis Program Reports, November 1973 edition.

Conclusion

Although much diminished, tuberculosis

persists in the city’s slums. Emphasizing the

danger of contagion is our finding active

tuberculous disease in five (0.04 percent) of

the 13,797 infants and preschool children

whom we studied. Screening this slum
population for tuberculosis is likely to

continue to disclose subjects for preventive

treatment with isoniazid (INH) and,

perhaps, even a few who need
antituberculosis chemotherapy.

On the other hand, as Edwards’s editorial 6

suggests, other methods of detection are

needed for populations living in areas of the

city where tuberculosis is less prevalent. I

found investigating contacts and suspected

contacts of tuberculous adults yielded a high

proportion (26 out of 438) of recently

infected infants and preschool children, of

whom 6 also had active tuberculous disease. 7
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Stevens-Johnson Syndrome:
A Pediatric Experience

• Dr. Shum presents an interesting article on the Stevens-

Johnson syndrome. He warns of possible septic complications

in the use of systemic steroid therapy.

S
INCE the original description of the

syndrome by A. M. Stevens and F. C.

Johnson in 1922 under the title of “A New
Eruptive Fever Associated with Stomatitis

and Ophthalmia,” various reports
concerning the syndrome appeared in the

literature. It became clear that in a large

series of 138 cases reported by Bianchine, et

al, 2 the majority of the patients belongs to

the pediatric age group.

A retrospective study of all the patients

admitted to the pediatric wards of Charity

Hospital of Louisiana at New Orleans

between the years of 1960-1974 inclusive,

with the diagnosis of Stevens-Johnson

syndrome was made.

Material and Method

All inpatient records of Charity Hospital

of Louisiana at New Orleans from 1960-

1974 were searched for the Stevens-Johnson

syndrome. Records of those who were
admitted to the pediatric wards and were
under the age of 12 years were reviewed.

The minimal diagnostic criteria for the

diagnosis of the Stevens-Johnson syndrome
were the presence of an erythema
multiforme type rash with bullous or

vesicular lesions of the skin and of two or

more mucous membranes involved. All

showed systemic toxicity in the history of

presentation of the syndrome, usually in the

form of fever and malaise. Records of all

patients who satisfied the criteria were
reviewed.

Results

A total of 11 case records, involving ten

Dr. Shum was formerly with the Tulane University

School of Medicine. His present address is 425 Muddy
Branch Road, Gaithersburg, Maryland 20760.

SHU SHUM, MD
New Orleans

patients who satisfied the above criteria,

was reviewed. (See Table 1). One patient

had two separate episodes of the syndrome
18 months apart.

Race

Of the ten patients, only one was a white

boy. With the patient population that was
admitted to Charity Hospital of Louisiana at

New Orleans in mind, it is not surprising

that in the present series, Negroes con-

stituted 90 percent of the cases.

Age

Primarily, the Stevens-Johnson
syndrome is a disease of childhood and

young adults. In a large series,2 the

pediatric age group constitutes
approximately 50 percent of all cases.

However, no single age is prevalent.

Sex

In our present series, six patients were

male and four were female. The six males

accounted for seven episodes of the

syndrome. This is in accord with the

reported series of male predominance.

Season

Seven episodes occurred in November to

May, and four in the other half of the year.

This was consistent with the reported

literature that the syndrome was more
prevalent in winter than spring.

Prodromal Symptoms

Of the 11 cases, 7 had a preceding attack

of upper respiratory tract infection, with

coughing, running nose and fever prior to

the onset of the full syndrome. Of the seven

cases, five received medication because of
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these symptoms before the onset of the

syndrome.

Drugs

Eight of the ten patients received some

kind of medication before the typical

features of the syndrome appeared. A
penicillin was given to five patients before

the onset of the syndrome; a sulfonamide

was involved in five cases. Other drugs

incriminated were erythromycin,
phenobarbital, phenytoin, neomycin and

procaine.

X-ray of Chest

All patients had an x-ray of the chest

taken. Only four showed significant

infiltration. One patient had a cold-

agglutinin titer of 1 ; 128.

Skin Biopsy

Skin biopsy was performed in only one

patient. This showed some nonspecific

changes in the dermis and epidermis; and no

histologic diagnosis was made from the

biopsy.

Treatment

A • General Management
The treatment was essentially

symptomatic, with specific antibiotic

therapy only against established infection,

skilled nursing case to prevent secondary

infection of the denuded areas, usually in the

form of cross-isolation technique, correction

of dehydration and acid base disturbance

secondary to starvation from lesions, and

fever from infection and plasma loss from

skin. Local care is of prime importance,

particularly in conjunctivitis, urethritis,

proctitis and local oral hygiene.

B' Steroid Therapy
Local steroid application, as well as

systemic steroid therapy, had been used on

an individual basis at the preference of the

primary physician. No account on the

severity of the syndrome was made before

the start of steroid therapy in our present

series.

In eight cases, local steroids were instilled

into the lesions, including the conjunctival

sac, denuded skin and anterior urethra. Six

patients received systemic steroids.

Hospital Stay

Hospital stay ranged from 4 to 53 days

with the exception of a convalescent patient

admitted for social reasons. Those who
received systemic steroids had an average

hospital stay of 33 days with a range of 7 to

53 days; and those who did not receive

systemic steroid therapy had an average

hospital stay of 16 days with a range of 4 to

32 days. (The patient who was admitted

because of social reasons has been omitted

from the calculation).

Complications

Complications encountered in our series

included two cases of nasolacrimal duct

obstruction, one urethral stricture, and one

systemic infection with septicemia and
meningitis.

Mortality

One patient died of the syndrome, giving a

mortality of 9.0 percent. The patient was a

one-year-old infant who had a fulminating

course and died with extensive pneumonia.

No autopsy report was available.

Discussion

The Stevens-Johnson syndrome is not a

common pediatric problem. An altered host

response to a stimulus is believed to be the

most important factor in the etiology of the

syndrome. Various stimuli have been

incriminated: The most popular scapegoats

are drugs, viral infection, and mycoplasma
infection; others include x-ray therapy and
pregnancy.2 If a patient developed the

Stevens-Johnson syndrome following a

particular drug, the same drug should

subsequently be avoided as far as possible. It

is of interest to note that one of our patients

developed the Stevens-Johnson syndrome
twice following penicillin therapy at an 18

months’ interval. However, it has been

reported that on re-challenge with an
incriminated drug that a patient failed to

develop the syndrome on the second

occasion. 2

Ophthalmologic complication needs to be
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stressed in this syndrome. In the original

report by Stevens and Johnson in 1922, one

of their patients had total blindness and the

other had an impairment of vision in one

eye. 1 Two of our patients had permanent
involvement of their eye functions, in

addition to obstruction of the nasolacrimal

apparatus secondary to the scarring after

the syndrome. Arstikaitis4 reported 33 cases

of the Stevens-Johnson syndrome with

ophthalmologic complications and pointed

out that the severity of the complications

relates to the severity of the disease in its

acute phase and was not related to the local

treatment used in the eye. The ability of

systemic steroids to provide symptomatic

relief is often considered dramatic 3
.

However, judging from the data in our

present series, it seems apparent that those

who were given systemic steroid therapy

had a longer average stay in the hospital. In

view of possible septic complications of the

disease, one should be critical in the use of

systemic steroid therapy, particularly when
the efficacy of this drug in controlling the

mortality and morbidity of the syndrome is

questionable.
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Did You Know That

RUCKER PHARMACAL CO., INC.

Is The Only Full Service

Pharmaceutical Manufacturer CT Distributor

In The State Of Touisiana

Including Complete Manufacturing Facilities

National Sales Force

Fully Staffed Research Facilities

RUCKER PHARMACAL CO., INC.
6540 Line Avenue Shreveport, Louisiana 71106
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Mediastinal Tumors

IV. Malignant Thymomp
SEYMOUR FISKE OCHSNER, MD

New Orleans

AN important aspect of the problem of

. anterior mediastinal thymic tumors is

the rather high incidence of malignancy —
about 50 percent in most series. At the

Ochsner Clinic, in a series of 27 patients

operated upon, 14 were found to have
malignant lesions. 1

The problem of diagnosis is especially

difficult, as pointed out by Bertelsen and
coworkers, 2 because neither the clinical

Fig 1. Posteroanterior roentgenogram of chest. A
huge mass arises in mediastinum and bulges into each

side of thorax.

From the Department of Radiology and Radiation

Therapy, Ochsner Medical Institutions, 1516 Jefferson

Highway, New Orleans, La. 70121.

Fig 2. Lateral roentgenogram of chest. The tumor

fills the anterior mediastinum, is homogeneous in

density, and smooth in contour.

features nor the radiographic findings can

confirm whether a substernal tumor is

benign or malignant. Radiographically, the

presence or absence of calcification is not

reliable in differentiating the benign from

the malignant thymoma. The surgeon at the

time of operation and even the pathologist

with the tumor in hand or on the

microscopic stage may find it impossible to

state with assurance that a thymoma is

benign or malignant. 3

These tumors tend to be locally invasive

and may be difficult to resect completely.
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RADIOLOGY PAGE
A powerful lot of people

have been saving at

Eureka since 1884

They may become very large and result in

the death of the patient. It is these

incompletely resected tumors, or the ones

that are believed to be malignant, that may
greatly benefit from radiation therapy.

Illustrative Case
A 60-year-old married farmer was seen at

the Ochsner Clinic in March, 1954. He gave

a history of two years of increasing dyspnea.

A roentgenographic study of the chest (Fig

1, 2) revealed a huge, solid tumor in the

anterior mediastinum. It was sharply

circumscribed, homogeneous, and bulged

from the anterior mediastinum into both

sides of the thorax.

At exploratory operation in early April a

non-resectable tumor was found. Biopsy

indicated it was a highly anaplastic

epithelial tumor, presumably from thymus
gland. The patient died two weeks later and
necropsy confirmed that the tumor was a

malignant thymoma. It measured 22 x 21 x

10 cm and weighed 2,200 grams.
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See Eureka for Home Loans
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Electrocardiogram

of the Month

Editor

NORTON W. VOORHIES, MD
New Orleans

Heart Throbs: Fact or Artifact?

JORGE I. MARTINEZ-LOPEZ, MD*
New Orleans

The tracing is a continuous rhythm strip (lead II) recorded with the Holter monitor. It

was taken on a 35-year-old black woman with a history of palpitations. She was known to

have chronic granulomatous colitis, and was taking sufasalazine, tincture of opium, and

prednisone.

What is your diagnosis?

Elucidation is on page 342.

*From the Cardiology Section, Department of

Medicine, LSU Medical Center, and the Heart Station,

Charity Hospital of Louisiana, New Orleans, Louisiana

70112 .
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Doyou feel qualified to

diagnose your

insurance policy?

/At Group Consultants we've offered

you a comprehensive insurance

program sponsored by the LSMS since

1972. But we know that terms can

sometimes be confusing in making any

decision about insurance, so here are

some of the most commonly misused

terms and what they really mean.

Non-cancellable: A contract in which

the insurer can not change provisions

of the contract while it is in force.

Unfortunately this usually means the

rate will not be adjusted downward

either.

Guaranteed renewable: A contract in

which the insurer can not change

provisions of the contract except the

premium rate for a specific class of

people. For example Group

Consultants has just reduced

premiums on LSMS disability plans

for all members under 40.

LSMS disability renewal guarantee:

That provision of your LSMS
sponsored plan which guarantees that

your plan cannot be terminated except

by the LSMS, and only when another

LSMS sponsored plan replaces it.

Conversion of your old plan is

guaranteed, thereby affording

you the opportunity to acquire an

additional policy.

Personal Benefit Summary: A
detailed annual recap of personal

insurance benefits and options, made

available only to participants in the

LSMS sponsored programs.

Rehabilitation rider: That portion of

your LSMS disability program which

provides for continuation of benefits

and supplementary payments while

you, the insured, are attempting to

retrain for your own or another

profession.

These are some of the terms as they

apply to your LSMS sponsored

disability policy. However, questions

about other provisions of your policy

may arise and we're always ready to

answer any questions you may have.

So the next time someone gives you

his diagnosis of your insurance

coverage - make sure he's diagnosing

in his specialty - call us.

GROUP CONSULTANTS, INC.
BYNUM,GRACE & KIRBY INC.

555 Building, St. Tammany St.

P.O. Drawer 66635 Baton Rouge, La. 70806

(504) 926-6303
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Soaoeconomic
By LEON M. LANGLEY, JR.

The Average Health Care Bill for a person 65 or older was SI,360 in fiscal 1975, nearly 6.5 times

the average health care expense of persons under age 19, and nearly three times that of

people age 19 to 64, as reported by "Age Differences in Health Care Spending, Fiscal Year
1975," to be issued by the Social Security Administration’s Office of Research and Statistics in

June. Health care expenditures for the aged rose 18 per cent in fiscal 1975, compared with an

1 1.4 per cent increase in 1974. For the young and intermediate age groups, the increase in

expenditures was 12.0 and 13.5 per cent, respectively.

The Number of Hospital Employees in Louisiana increased during the 10-year, 1964-1974,

period by 58.9 per cent, while payroll expenses for these employees increased by 208 per cent.

Total expenses — payroll, equipment, supplies, etc. — increased an astounding 253 per cent

during the same period.

Physicians’ Fees Rose 0.8% in September, according to the government's Consumer Price Index.

The rise in fees, the largest since June, exceeded the increases in the all services index (0.5%

)

and the all items index (0.2%). In July and August physicians’ fees had increased 0.6%.

Hospital service charges rose 0.4% in September, compared to 0.9% in August, and both

semi-private room charges and operating room charges rose 0.5% last month, compared to

1.1% in August. Part of the increase in physicians' fees is the result of the rising cost of

professional liability insurance. In 1975, according to an AMA survey and data obtained from

federal agencies, patients paid an estimated S 1.24 for malpractice insurance— about 8. 1 % of

the total cost of the visit — each time they saw a doctor. In 1973 patients paid only 30c per

visit for malpractice insurance, or about 2.4% of the full amount of the visit. Physicians paid

an average of $610 for malpractice insurance in 1968 and $1,905 in 1973, the AMA survey

revealed. Since then, according to a government survey of the insurance industry, the

premiums went up another 84% in 1974 and 125%- in 1975. The average payment per

physician in 1 975 was S7,887, the AMA estimated. Physicians’ business expenses ( including

malpractice insurance) have been rising faster than increases in fees. During the period

1966-74, physicians business costs per patient rose at a rate of 8.3% per year, while fees,

according to the Consumer Price Index, went up at an average annual rate of 6.2%. "When
federal controls on physician fees were dropped in 1974, we asked physicians to do their best

to hold the line," said AMA EVP James H. Sammons, MD. "Physician fees have not risen as

rapidly as their costs. But no one can reasonably expect doctors to absorb the sometimes

horrendous impact of increased malpractice insurance premiums.”

Five Chiropractors, Charging That the AMA and 15 other medical organizations and

individuals conspired to "monopolize health care services," have filed an antitrust lawsuit in

U. S. District Court in Chicago. The suit seeks an injunction to stop actions prohibiting

referral of patients to chiropractors, use of x-ray and other hospital facilities, and cooperation

between physicians and chiropractors. It also asks full access to hospitals in all states where

laws do not prohibit such access by chiropractors. The suit seeks a minimum of S 1 million a

year for ten years from all defendants to operate a "research institute" to promote "inter-

professional” programs and to develop a "common lexicon."

Federal Taxes for the Average Worker supporting a family of four went up 23-4% in the past 1

2

months, the Labor Department reports. (The cost of medical care services rose 9.7% in the

period.) The average worker was paying $16 a week — 9.6% of gross pay — for Social

Security and federal income taxes in August, 1975, the department said. In August, 1976, the

same worker's federal tax withholding amounted to S20 a week, or 11.2% of total pay.

Beginning January 1 , the Social Security will raise the ceiling on earnings subject to tax from

$15,300 to $ 16,500, thus boosting the maximum Social Security tax from $895.95 this year to

$965.25 next year. The maximum Social Security tax on the self-employed will rise to

S 1,303.50 next year, compared with the S 1,208.70 this year.
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a(jcinizcition Section

The Executive Committee dedicates this section to the members of the Louisiana State

Medical Society, feeling that a proper discussion of salient issues will contribute to the

understanding and fortification of our Society.

An informed profession should be a wise one.

MALPRACTICE RATES HURTING PATIENTS
Cost of physicians’ malpractice insurance is hitting

the patient where it hurts— in the pocketbook.

Patients paid an estimated $1.24 for malpractice

insurance each time they visited a doctor in 1975. That

amount was about 8.1% of the full amount the patient

paid for the visit, according to preliminary estimatesof

the American Medical Association, The impact on the

patient this year is even greater, the AMA said,

because malpractice insurance rates are still on the

upswing.

In 1973. a patient paid an estimated average of 30

cents per doctor visit for malpractice insurance, or

about 2.4% of the full price of the visit.

AMA's estimates are based partly on its own survey

of physicians and partly on data from federal agencies.

The cost of his malpractice premium is considered to be

a business expense of a physician, a component of the

fee he charges.

Physicians paid an average of $610 for malpractice

insurance in 1968 and $1,905 in 1973. the AM A’s survey

of doctors revealed. Since then, according to a

government survey of the insurance industry, the

premiums went up another 84% in 1974 and 125% in

1975. The AMA used those percentage increases to

estimate the average payment per doctor in 1975 for

malpractice insurance, $4,533.

All told, doctors' business expenses (including their

malpractice insurance rates) have been rising

substantially faster than increases in doctors’ fees.

During the eight years 1966-1974. doctors’ business

costs per patient were rising at an 8.3% per year rate,

the AMA study says. At the same time, according to the

Consumer Price Index, doctors’ fees went up at a 6.2%

average annual rate.

Studies indicate that the sharp rises in malpractice

insurance rates are also having a “ripple effect” on

patient care and costs, the AMA notes. In a survey of its

members the Texas Medical Association recently

identified the steps physicians are taking to avoid a

malpractice suit::

* 67% of the Texas doctors said they were ordering

more X-rays:

• 66% were ordering more lab tests;

• 65% were making greater use of a second physician’s

opinion;

* 51% were setting limits on the procedures they were
willing to perform:

8 50% were delegating less responsibility for the

patient’s care to others;

• 48% were hospitalizing their patients more.

The TMA study also found that the amount a

physician pays for his malpractice insurance and its

rate of increase tend to vary according to the

"riskiness" of his medical specialty. Malpractice

insurance premiums among Texas physicians in 1975

ranged from $1,023 (for psychiatrists) to $10,431

(neurosurgeons), while the premium increases over the

past 5 years .(1970-1975) range from 284%
(ophthalmologists) to 627% (neurosurgeons).

Forty-eight percent of the Texas physicians said

increases in their malpractice insurance premiums
had forced them to raise their fees in 1975. And 95%
anticipated that they would have to raise their fees in

the future for the same reason.

“When federal controls on physician fees were
dropped in 1974, we asked physicians to do their best to

hold the line." commented AMA executive vice

president James H. Sammons. M.D. "Physician fees

have not risen as rapidly as their costs. But no one can
reasonably expect doctors to absorb the sometimes
horrendous impact of increased malpractice insurance

premiums.”

SENATE REJECTS RESTRICTIVE
FOREIGN CONVENTION TAX MEASURES

The Senate has passed, by a 58-30 vote, an amend-
ment by Senator Daniel Inouye (D-Hawaii) to eliminate

language in the Tax Revision Bill (H.R. 10612) that

would severely limit tax deductions for meetings and

conventions held outside North America.

Prior to the adoption of the amendment, the Senate

rejected a motion by Senator Floyd Haskell (D-Colo.) to

table the Inouye amendment by a vote of 60-28.

ASAE President James P. Low, CAE, said the

Senate wisely rejected the arbitrary language passed

two weeks ago by voice vote. Low said ASAE opposed

the rules suggested by the Senate Finance Committee

last May which are so “vague and ambiguous” that

many associations would simply decide not to hold any

meetings outside of United States. Low said this would

have a serious impact on associations that regularly

meet abroad, and severly affect U.S. air carriers and

other LBS. business overseas, including international

hotels controlled by U.S. interests.

In the floor debate, Senator Inouye expressed fears

that restrictive U.S. legislation could lead to retaliation

from other countries and that loss of revenue from
foreigners attending conventions in the United States

could hurt our economy. He pointed out that more than

340 J. Louisiana State M. Soc.



ORGANIZATION SECTION

$4 billion annually is related to the convention

attendance of foreign visitors. Inouye said this

represents a ten-fold increase over the past 7 years.

Most of these visitors come from Japan. Canada,

Germany, France and Mexico, he said.

Inouye explained that present law is adequate to deal

with the few abuses that occur from time to time and

suggested that additional funds be provided to the

Internal Revenue Service for enforcement, if

necessary.

In addition to Inouye, Senators Pastore (D-R.I.),

Stone (D-Fla.), Fannin (R-Ariz.) and Baker (B Tenn.l.

spoke in favor of the amendment.

The amendment clarifies existing law, allowing

deductions for expenses incurred while attending a

convention, seminar or other meeting wherever held,
“

if the expenses are ordinary and necessary and directly

related to the taxpayers’ trade or business.”

Senator Russell Long (D-La.), floor manager of the

Tax Bill, spoke in favor of the Inouye amendment,

indicating that the Senate Finance Committee had

acted hastily in its earlier decision. Senators Hathaway

(D-Maine) and Haskell (D-Colo.) spoke in opposition to

the measure in the Senate debate.

LOUISIANA PSYCHIATRIC ASSOCIATION
On October 11, 1975 the Louisiana Psychiatric

Association General Membership unanimously
approved the following resolution:

Resolved that the Louisiana Psychiatric Association

dedicated to the rendering of the highest quality of

psychiatric service to the public by its members,

hereby establishes as a committee the Committee on

Standards of Practice and Peer Review.

1. The committee shall consist of 12 to 18 members of

the Louisiana Psychiatric Association.

2. A quorum of 8 memoers shall be required to

conduct any official business of the committee.

3. The members shall be appointed by the President

with the concurrence of the Executive Council.

4. The first committee shall be appointed for terms of

1. 2 and 3 years. After the first committee is appointed

by the President, with the approval of the Executive

Council, all appointments shall be for 3 year terms to

allow long-enough service to learn the procedures and

provide continuity and experience for the members of

the committee. Vacancies shall be filled by
appointment by the President, with concurrence of the

Executive Council, for the unexpired term of the

vacated position with the new appointee eligible for

reappointment for another full 3 year term. The
chairman shall be appointed for 3 years and be eligible

for another 3 year appointment at the discretion of the

President and Executive Council. Any member,
including the chairman, shall be subject to removal by

the President with the concurrence of the Executive

Council “for cause.” The President and Executive

Council shall endeavor to keep the membership of the

committee at its fully-designated maximum of 18

members to assure broad representation of the LPA
membership.

5. All requests for review shail be directed to the

President of the LPA at the executive office of the

LPA. All requests falling within the province of this

committee shall be immediately referred to the

chairman of the committee who shall take the

necessary action to bring the matter before the

committee, with due consideration for attempting to

preserve the confidentiality of the party requesting the

review, the patients, the treating psychiatrist and

hospital to the extent this is possible without

compromising the adequacy of the review by the

committee.

6. After final action by the committee, the chairman

shall report to the President who, with the Executive

Council, will determine how the report is to be utilized,

thus placing the final authority and responsibility with

the duly elected President and Executive Council.

7. Acceptance of cases for review shall begin as soon as

liability insurance coverage for a quorum of the

members of the committee can be assured in writing by
the malpractice insurers involved.

LOUISIANA
EMERGENCY
PHYSICIANS

needed by progressive, expanding
group. Guarantee $53,000. Fringes: Mal-

practice, major medical, hospitalization,

disability income, life. Postgraduate
education and/or experience required.

Abundant opportunity for professional

growth and continuing education. Sport-

man's Paradise.. ..water and climate

excellent.

Call or Send Resume:

GCEP of LA
3325 Plainview, Suite 7

Pasadena, Texas 77504

(713) 943-1918
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ELECTROCARDIOGRAM OF THE MONTH

Electro-

cardiogram

of the Month
ELUCIDATION

DIAGNOSIS - Pseudo-arrhythmia due to

intermittent recorder motor failure.

INTERPRETATION - The rhythm strip

shows several features.

The first portion of the top strip shows

rapidly occurring narrow QRS complexes.

Sandwiched between flanking QRS
complexes are at least four positive waves,

which could be erroneously interpreted as

“supraventricular tachyarrhythmia with A-

V block”. This fast sequence ends abruptly

by what would appear to be a “blocked atrial

beat.” After the pause, a slower normal

sinus rhythm (72/min) isobserved. The QRS
complexes are wider, ending with a

diminutive secondary “r” wave. T waves are

prominent.

On the lower strip, a premature
ventricular contraction (PVC) occurs after

the fourth normal beat. The premature beat

is followed by a recurrence of the faster rate

observed earlier.

The transient narrowing and widening of

the QRS complexes, P waves, and QT
segments, as well as the changes in rate,

result from difficulties with the tape

driving mechanism.

Discussion

Continuous ambulatory electrocardiog-

raphy (DCG) is now possible. This

technique employs a single bipolar chest

lead. The lead wires are attached to a

portable, self-contained, battery-powered,

magnetic tape recorder carried by the

patient. Tracings obtained over extended

periods may then be scrutinized
subsequently utilizing a rapid playback

device. For detailed analysis, suspicious

portions of the tracing are selected for

printout on standard EKG paper at normal

speed (25 mm/sec).

DCG has gained wide acceptance because

of the variety of clinical situations in which

it may provide valuable information. For

instance, DCG is of inestimable value in

documenting EKG correlates of symptoms

suspected to be of cardiac origin, such as

dyspnea, palpitations, chest pain or

discomfort, faintheadedness and syncopal

episodes. For such correlation to be possible,

however, it is extremely important to have
the patient keep an accurate and carefully

timed diary of his activities - including
smoking, eating and driving - and
symptoms experienced throughout the

recording period.

Other indications for DCG include: (a)

detection of transient asymptomatic
arrhythmias and conduction disturbances;

(b) assessment of the natural history,

severity and physiologic correlates of

cardiac arrhythmias in various conditions;

(c) diagnosis of ischemic heart disease; (d)

evaluation of the efficacy of antiarrhythmic
and antianginal therapy; and (e) evaluation

of function of artificial cardiac pacemakers.

Despite the abundance of electrophy-

siologic data DCG can compile for analysis,

the technique is not without inherent

problems. Therefore, the physician
interpreting such tracings must be expert,

not only in the recognition of arrhythmias
and conduction disturbances, but also

should have the knowledge and the ability to

recognize artifacts, and to differentiate

these from true abnormalities. Failure to

make this distinction is potentially

dangerous, as it enhances the possibility of

an erroneous diagnosis which may lead to

aggressive and unnecessary therapy.

Artifacts can occur at any point in the

monitoring sequence, from the time the

leads are attached to the chest wall until the

Tax Deductible Vacations

For Medical Professionals

Over 500 listings of national/inter-

national meetings in the medical sciences

for 1977 Send a $10 check or money
order payable to

Professional Calendars

P O Box 40083
Washington. D C. 20016
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ELECTROCARDIOGRAM OF THE MONTH

final interpretation is rendered. Careful

technique in preparing the skin, careful

attachment and positioning of chest leads,

and checking for broken lead wires can

reduce or eliminate some artifacts.

During the recording period, artifacts

may be introduced by intermittent changes

in tape speed resulting from battery or

motor failure, by frequency response
disturbance, and by reusing an
incompletely erased tape. Artifacts have

also been noted during playback, the major
culprits being tape reversal and tape

adhering to the scanning head.

Two major forms of artifacts have been

described: pseudo-arrhythmias and non-

arrhythmias. In the first category, artifacts

can mimic atrial and ventricular
tachycardia, fusion beats, atrial fibrillation,

junctional rhythm, A-V block, and sinus

arrest.

In contrast to the pseudo-arrhythmias,

the non-arrhythmic artifacts seldom create

therapeutic hazards. The main danger

posed by misinterpretation of these
artifacts is the tendency to overestimate

their clinical significance. The non-
arrhythmic artifacts include aberrancy,
low voltage, electrical alternans, ST
segment and T wave changes, and mirror-

image printouts.

It behooves every physician analyzing

DCG tracings to have a high index of

suspicion and to assume that all

abnormalities detected by this technique

are artifactual, until proved otherwise.

Caveat medicus!
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CALEN DAR
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS

Society Date Place

Ascension Third Tuesday of every month Lake Charles

Calcasieu Fourth Tuesday of every month Baton Rouge
East Baton Rouge Second Tuesday of every month
Jackson -Lin co In -Union i hird Tuesday of every month

except summer months
Jeffe rson Third Thursday of every month
Lafayette Second Tuesday of every month Lafayette

Lafourche Last Tuesday of every other month
Morehouse Third Tuesday of every month Bastrop

Natchitoches Second Tuesday of every month
Orleans Second Tuesday of every month New Orleans
Ouachita First Thursday of every month Monroe
Rapides First “Monday of every month Alexandria
Sabine First Wednesday of every month
Tangipahoa Second and fourth Thursdays of

every month Independence
Terrebonne Third Monday of every month
Second District Third Thursday of every month
Shreveport Quarterly— First Tuesday Feb., April, Sept., Nov. Shreveport
Vernon First Thursday of every month

AMA ATTACKS REPORT ON
“UNNECESSARY SURGERY;”
CALLS FOR NEW HEARINGS

The American Medical Association recently called

for a reopening of hearings by a Congressional

Subcommittee on the subject of alleged unnecessary

surgery.

The call for new hearings was made in a letter to Rep.

John E. Moss (D. Cal.) from James H. Sammons, M.D.,

executive vice president of the American Medical

Association. Rep. Moss is chairman of the

Subcommittee on Oversight and Investigations of the

Committee on Interstate and Foreign Commerce of the

House of Representatives.

In a critique of the Subcommittee report
accompanying the letter, the AMA demonstrated that

none of the Subcommittee’s conclusions is valid for all

are based on inaccurate or invalid data.

Further, the AMA noted, in a number of instances

the Subcommittee staff either knew or had reason to

suspect that the data were inaccurate.

In one such instance, the Subcommittee staff had
been informed three months before the report was
issued that its figures on surgery rates among
Medicaid patients were grossly inflated yet the figures

were published in the report.

The AMA critique also demonstrated that the

method used by the Subcommittee staff to arrive at its

estimates of “unnecessary surgery,” the number of lives

supposedly lost and the amount of money allegedly

wasted are all based on inaccurate figures.

The Subcommittee Report used 17 percent as the

figure for operations not confirmed by a consultant,

and thus considered unnecessary by the

Subcommittee’s definition. The figure was based on a

study by Eugene McCarthy, M.D., of Cornell Medical

School in New York City.

A follow-up survey by Dr. McCarthy has revealed

that nearly a third of those for whom the operation was

not confirmed did in fact have the operation. The

Subcommittee staff had been told by Dr. McCarthy

that a follow-up survey would undoubtedly reduce the

percentage since a number of the patients would

probably require surgery subsequently.

Even by the Subcommittee’s own chosen method, the

number of unnecessary operations and unnecessary

deaths is overstated by one-third.

Equally inaccurate is the figure used by the

Subcommittee staff to determine the "death rate” for

elective surgery. The staff used a figure of 0.5 percent.

However, a table cited in the Subcommittee Report as

support for that figure shows that it is actually 75 per-

cent too high.

More basic, however, is the validity of using second

opinion studies as a measure of “unnecessary surgery.”

“The medical community is virtually unanimous that

second opinion studies are not valid measurements of

surgical necessity," Dr. Sammons stated in his letter to

Rep. Moss.

Dr. Sammons noted further that Dr. McCarthy
himself had stated on several occasions that his study

was not a study of unnecessary surgery and that it

cannot be projected nationally.

Dr. Sammons recommended that Rep. Moss reopen

the hearings in order to “resolve that issue once and for

all.”
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MEDICAL NEWS

WORRY OVER SLEEPLESSNESS
MORE HARMFUL THAN INSOMNIA ITSELF

Have trouble sleeping sometimes? Most of us do.

Ordinarily it isn’t a serious health problem.

Worrying about insomnia often is more of a health

problem than the insomnia itself.

In the August 16 issue of the Journal of the American
Medical Association, Sidney Cohen, M.D., of UCLA
School of Medicine, Los Angeles, points out that even

staying totally awake for two or three days and nights

has no known harmful effects.

The newborn spends 18 hours a day sleeping. Young
adults average seven to eight hours. Aging people

require still less: 4.5 to 6.5 hours a day. Rare cases are

known of normal people who slept only three hours a

day for years, Dr. Cohen points out.

Doctors divide insomnia into three types — Difficulty

in falling asleep: sleep broken by awakening several

times during the night: and, early morning awakening.

Say 3 a.m. and lying there worrying about one’s

troubles, especially forebodings about what happens to

people who do not sleep enough.

One third to half of all insomniacs actually get as

much sleep as those who are unconcerned about their

repose, Dr. Cohen says. Sometimes the doctor will

record sleep throughout the night, just to prove to the

individual that he is indeed sleeping enough.

But true insomnia does exist, and its causes are

many, some unknown. Chronic pain or aches,

depressions, tension, frequent urges to urinate, restless

legs and muscle cramps are a few of the causes.

Daytime stimulant use, including large amounts of

caffeine, can produce sleeplessness. A mild pain re-

liever at bedtime, or avoidance of fluid drinks after

dinner often will help.

Sleeping pills, of course, will help over the short

period, but when used for long periods are less effective

and can produce intolerance, dependence, and can be

a method of suicide.

For a great many individuals, the best answer to

insomnia is try to quit worrying about it. You probably

are getting as much sleep as you need. For others with a

more serious problem, the doctor may be able to help.

ALCOHOLICS SHOULD NOT DRINK
SAYS AMA JOURNAL EDITORIAL

Alcoholics should not try to resume moderate

drinking, says an editorial in the Aug. 16 issue of the

Journal of the American Medical Association.

This may someday be possible for some people, but

given the present state of medical knowledge “it is very

unsafe to advocate any treatment goal except

abstinence,” says Vernelle Fox, M.D., of Alcoholism

Services, Long Beach, Calif., in the editorial.

“At the same time,” says Dr. Fox, “it is imperative

that we continuously bear in mind that abstinence is

not the only evidence of improvement to be measured,

and that we cannot cop out on our responsibility to treat

these patients if they do not achieve this treatment goal

immediately or completely.”

Recent research reports have indicated that certain

alcoholics may be able to resume moderate drinking

without once again becoming excessive drinkers. These
reports created a controversy among physicians who
treat alcoholics.

An important factor is to remember that alcoholism

is a complex set of disorders manifested by abusive

drinking, says Dr. Fox. Alcoholism can be the result of

cultural dependency, physical addiction, or

psychological dependency on the drug. Advanced
heavy drinkers have some of all three dependencies at

work.

The few patients who, after treatment, are able to

drink without losing control quite obviously were not

physically addicted to alcohol, the editorial declares.

“Someday we may be able to make sufficiently

accurate differential diagnoses in alcoholism to allow

for different treatment goals — one of which could

conceivably be controlled drinking for appropriately

selected patients — but we are certainly not there yet.”

c=OC=>

FAMILY PHYSICIANS
OAKDALE, LOUISIANA needs three

Family Physicians immediately. Oak-
dale, population 7,500, business trade

25,000, is located in Central Louisiana

near Alexandria. It is a thriving com-
munity with a diversified economic
base. A new, modern equipped, 61-

bed, JCAH accredited hospital com-
pleted in 1973.

FINANCIAL ASSISTANCE
AND OFFICE SPACE AVAILABLE

For detailed information call collect

or send Curriculum Vitae, Admini-

strator, Oakdale General Hospital, 130

North Hospital Drive, Oakdale, Louisi-

ana 71463 (318) 335-3700.

HUMANA, INC.
THE HOSPITAL COMPANY

P.O. Box 1438
Louisville, KY 40201
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MEDICAL NEWS

CHILDREN OF MEN WITH HISTORY OF
HEART ATTACK HAVE

HIGHER CHOLESTEROL LEVELS
Children of men who have suffered a history of heart

attack showed a significantly higher level of cholesterol

than children of "normal” fathers, accordingtoareport

in the August issue of Ped iatrics, the monthly scientific

journal of the American Academy of Pediatrics.

The study measured cholesterol levels in two groups

of children. The first group were from families of men
who had suffered myocardial infarction (heart attack)

before age 50. The second group included children of

fathers similar to the heart attack victims but with no

history of heart trouble themselves. A total of 176

children were tested in the study.

The tests showed that children of men with heart

trouble had significantly higher cholesterol levels than

those children of “normal” fathers. The elevated

cholesterol levels were consistent in all age groups

through 21 years old, and were not significantly

different between boys and girls.

“The data from this study show that a family history

of myocardial infarction before age 50 in fathers is

associated with elevated cholesterol levels in their

children,” the report said. “These findings are

compatible with the hypothesis that cholesterol level

offers a mechanism whereby family history predicts

coronary disease. It is also possible that elevated

cholesterol levels among these children provide more
reliable predictions for future coronary disease risks

than knowledge of the familial pattern of the disease

alone.”

An interesting sidelight to the study: the researchers

found that “cholesterol levels among children of both

affected and healthy men show a dip during

adolescence. Cholesterol rises during early childhood,

peaks at 10 to 12 years of age, falls to a new low at 14 to

16, and begins to rise subsequently.”

Authors of the report are: Charles H. Hennekens,

M.D., Mary Jane Jesse, M.D., Barbara E. Klein, M.D.,

Janet E. Gourley, B.S.N., and Sidney Blumenthal,

M.D.. from the University of Miami (Florida) School of

Medicine and the Harvard School of Public Health.

MIAMI BEACH TO HOST
ACCP PULMONARY PROGRAM

The American College of Chest Physicians will

sponsor the postgraduate course, “Management of

Acute and Chronic Respiratory Failure”. This

program will be held at the Konover Hotel in Miami
Beach, Florida, February 7-11, 1977. Course co-

ordinators are Reuben M. C'herniaek, MD, chairman of

the department of medicine, the University of

Manitoba, Winnipeg, Canada and the ACCP
Committee on Postgraduate Medical Education.

The initial sessions, of this intensive five-day course,

will stress pulmonary function in health and disease

and the assessment of the patient with respiratory

insufficiency. This will be followed by presentations of

the pathology, and pathophysiologic disturbances

present in small airway disease, COPD, ARDS, and

pulmonary hypertension, which will form the basis for

a thorough discussion of management. A distinguished

faculty of experts will use a variety of educational

methods including lectures, with question and answer
periods, panel discussions and demonstrations.

This program has been evaluated for 26 hours credit

toward the AMA Physician’s Recognition Award
under Category 1. Registration fees are: ACCP
members, $160.00: Non-member physicians, $185.00;

Residents, nurses and allied helath professionals,

$125.00. For further information please contact Dale

E. Braddy, American College of Chest Physicians, 911

Busse Highway, Park Ridge, IL 60068.

STATE TUBERCULOSIS PROGRAM CHANGE
Greenwell Springs Hospital will no longer provide a

program for the care and treatment of the tuberculous

patient, announced Dr. William H. Stewart, LHHRA
Commissioner. The State General Charity Hospitals

will assume those responsibilities previously assigned

to the Greenwell Springs Hospital.

Assistant Secretary Wayne C. Heap, Office of

Division of Hospitals, has designated Lafayette Charity

Hospital to serve as the main unit for tuberculosis acute

care. Services will be provided for the symptomatically

ill, the infectious, and those patients with complex

diagnostic problems or with difficult problems in the

selection of chemotherapy programs. Other state

general hospitals will provide services for the

chronically ill who have susceptibility of the

mycobacterium to drugs, or because of problems of age

or additional disease will require longer hospital stays.

The Division of Health will continue to provide services

as to monitoring the patient’s regimen of

chemoprophylaxis through its existing network of

clinics. This change in caring for the tuberculous

patient will provide high quality services with

maximum efficiency, at a reduction in health

maintenance costs.

MEETING ANNOUNCEMENT
The 1977 annual meeting of the La. -Miss.

Ophthalmological & Otolaryngological Society will be

held March 10-13 at the Broadwater Beach Hotel,

Biloxi, Miss.

For further information contact Ben A. Davis, Jr.,

CAE, Exec. Sec., P. O. Box 12314, Jackson, MS 3921

1

or Arthur V. Hays, M.D., Sec., 3017 13th Street,

Gulfport, MS 39501.

RIVER OAKS HOSPITAL

River Oaks Hospital, New Orleans, LA., hasopened a

new Admission and Evaluation Unit to provide

comprehensive diagnostic services for adult and

adolescent patients. Patients accepted in the unit

receive a complete physical examination, a series of

psychological tests and psychiatric evaluation under

controlled conditions over a period of one to two weeks.

The services, which are offered for patients of non-staff

psychiatrists and physicians as well as River Oaks
patients, yield an expeditious, yet thorough diagnosis

and prognosis, according to medical director, Robert

Davis, M.D.
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